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Williams, H. L., and Heilman, F. R.: Spreading 
Osteomyelitis of the Frontal Bone Secondary 
to Disease of the Frontal Sinus, with a Pre- 
liminary Report as to Bacteriology and Specific 
Treatment. Arch. Otolaryngol., 1937, 25: 196. 


The finding of the same organism, an anaerobic 
streptococcus, in two cases of osteomyelitis of the 
frontal bone, together with the apparently unusually 
favorable result obtained by specific therapy with 
an autogenous antivirus in these cases suggests that 
the organism responsible for the condition may have 
been isolated. It may explain why osteomyelitis of 
the frontal bone develops spontaneously or following 
operation in an occasional case of frontal sinusitis 
when it does not develop in other cases in which the 
bone is equally exposed to infection. The conjecture 
that the disease is of staphylococcic origin has not 
seemed satisfactory because staphylococci are fre- 
quently, found in sinuses in which operation has not 
been followed by osteomyelitis of the frontal bone. 

The authors believe it best to delay radical opera- 
tion as long as is consistent with good surgical judg- 
ment, in order that the patient’s natural resistance 
to the infection, which seems to be feeble, may be in- 
creased. The decision as to the optimal time for 
surgical intervention will be influenced considerably 
by the rapidity with which the inflammation spreads. 
In fulminating cases, in which meningitis and sepsis 
often appear from twelve to twenty-four hours after 
the first symptoms, radical surgery tends to hasten 
the spread of the disease. Therefore only enough 
should be done to relieve the pressure and drain the 
pus from the frontal sinus. When the fulminating 
stage subsides the surgeon should be guided by de- 
velopments. The best guide to the extent to which 
the bone should be removed is the inflammatory 
change in the dura. It seems logical to treat the 
manifestations of the disease in the sinuses at the 
time of the removal of the diseased frontal bone. As 
Furstenberg and Mosher have demonstrated that 
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the disease is propagated by thrombosis of the dural 
veins which communicate with the dural sinuses 
and the intradural veins, it would seem best to 
eradicate the primary disease in the bone before 
treating complications such as suppurative enceph- 
alitis or thrombosis of the dural sinuses. 


Hinrichs, H.: Osteomyelitis of the Maxilla (Ueber 
die. Osteomyelitis des Oberkiefers). 1936: Kiel, 
Dissertation. 

The frequency of occurrence of osteomyelitis in 
the region of the jaw depends upon what is meant 
by the term “osteomyelitis.”” According to Wus- 
trow, osteomyelitis was present in 75 per cent of his 
cases in which there was a pathological change of 
the root-canal contents with or without ensuing 
root-canal treatment. According to a resolution of 
the German Society of Dental Anatomy and Pa- 
thology, every acute or chronic inflammation of the 
paradentium should be regarded as osteomyelitis. 
On the basis of this theory, every periodontal reac- 
tion following the filling of a root is to be regarded 
as osteomyelitis. The term “osteomyelitis” is there- 
fore sometimes more, and sometimes less, inclusive, 
depending upon the conception of the condition by 
the person using it. Clinically, however, it is applied 
as a rule only to cases presenting chiefly the picture 
of bone-marrow inflammation. 

In the jaws as compared with the long bones, 
severe osteomyelitic conditions are rare. The author 
cites statistics which vary according to whether 
periostitis or inflammatory swelling of the gums 
was included with osteomyelitis. Certain it is, 
however, that the mandible is more frequently in- 
volved by osteomyelitis than the maxilla. The 
author found 3 cases of typical osteomyelitis of the 
maxilla in the records of the surgical clinic at Kiel 
for the period from 1912 to 1933 and 3 others in 
the records of the North German Jaw Clinic at 
Hamburg. 

Because of the differences of opinion, the patho- 
genesis of osteomyelitis of the jaw during infancy— 
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involvement of the maxilla is more frequent than in- 
volvement of the mandible at that age—is not clear. 
Moreover, with increasing age the incidence of 
osteomyelitis in the maxilla decreases rapidly and 
the mandible becomes more frequently involved 
(Wustrow). In the adult, osteomyelitis of the 
maxilla usually begins in the teeth, but sometimes 
is of hematogenous or traumatic origin. Worthy of 
note is the fact that when it is of traumatic origin it 
is rarely the result of severe injuries such as com- 
pound fractures or bullet wounds of the maxilla. 
This has not been explained (Wuhrmann). To what 
extent paradentosis (paradentitis marginalis) is to 
be included with osteomyelitic processes has not yet 
been determined (Wustrow). 

The complications of osteomyelitic processes in 
the maxilla are well known. The prognosis is fre- 
quently serious. The surgical measures indicated 
depend upon the severity of the condition. In radi- 
cal procedures in serious cases preliminary splinting 
should be attempted if possible. In all other cases 
caution is necessary in the removal of bone or teeth. 
A roentgenogram should always be made, if only for 
timely recognition of the disease. The method of 
postoperative bone substitution depends upon how 
a prosthesis can be held in place. An attempt at 
implantation—usually of ivory—should always be 
made. 

The author reports in detail 6 cases, 2 of which 
were fatal. (GreRLAcH). Harry A. SALZMANN, M.D. 


Guszich, A.: Osteomyelitis of the Mandible (Os- 
teomyelitis der Mandibula). Orvosképzés, 1936, 26: 
538. 

Osteomyelitis of the mandible differs essentially 
from similar inflammations of the long bones. This 
fact is due to the anatomical structure of the lower 
jaw which is ill suited for prolonged encapsulation 
of pus such as occurs, for example, in the upper 
third of the tibia in the form of Brodie’s abscess. 
In many places the wall of the lower jaw is thin. 
Moreover, the alveolar portion has little resistance. 
The pus soon finds an outlet at a weak point in the 
bone. 

It is now generally believed that the condition is 
usually an infection of the bone marrow from the 
blood stream. The staphylococcus pyogenes aureus 
plays the principal réle, but the disease may be pro- 
duced also by streptococci, colon bacilli, and other 
pathogenic organisms. The relationship between 
the virulence of the bacteria and the resistance of 
the body determines the outcome. Odontogenic in- 
fection can follow the various diseases of the teeth 
and is frequently a sequela of dental operations. It 
may be caused by even quite insignificant injuries 
such as trauma produced by a tooth pick. Diseases 
of the neighboring parts, inflammations of the skin 
and the soft parts, furuncle of the face, periostitis, 
and eruption of the wisdom teeth often result in 
osteomyelitis. 

The pathologico-anatomical basis of the disease 
is thrombosis of small arteries and veins by infected 


blood clots. Traumatic osteomyelitis ‘differs from 
hematogenous osteomyelitis, and osteomyelitis oc- 
curring immediately after an injury must be differ- 
entiated from osteomyelitis due to the flare-up of 
an old focus. 

For correct diagnosis, consideration of the clinical 
symptoms is necessary. Acute osteomyelitis is es- 
sentially an acute sepsis. During the acute stage, 
laboratory studies are of importance. Of greatest 
diagnostic aid is the Schilling hemogram, although, 
of course, it is not advisable to draw conclusions re- 
garding the prognosis from the blood picture alone. 
Also of great diagnostic importance is observation 
of the variations in the roentgen picture, but it must 
be borne in mind that during the first five to seven 
days after the beginning of the infection no change 
is discernible. In order to follow the progressive 
process it is necessary to repeat the roentgen ex 
amination every two weeks. Among the important 
laboratory procedures is serodiagnosis. Since in 
from 80 to go per cent of the cases the condition is 
due to staphylococci, staphylococcus antitoxin is 
nearly always demonstrable in the blood. The greater 
the antitoxin content of the blood the better the 
prognosis. 

In the differential diagnosis the following diseases 
must be ruled out: acute alveolar periostitis, apical 
periodontitis, marginal periodontitis, apical granu- 
loma, tuberculosis, actinomycosis, syphilis, necro- 
sis due to mercury or phosphorus, cysts, osteitis 
fibrosa, odontoma, adamantinoma, and the Ax- 
hausen-Wassmund granuloma sarcomatodes. Carci- 
noma of the lower jaw is generally secondary. Sar- 
coma—occurring in young persons—is of the peri- 
osteal type. Retention cysts following closure of 
salivary ducts may at times give rise to diagnostic 
error. 

The most frequent complications of osteomyelitis 
of the mandible is abscess formation. 

A favorable prognosis depends upon early correct 
diagnosis and treatment. 

The mortality is relatively low except in the cases 
of nurslings and young children, in which it is 25 
per cent. 

The principles of the treatment are the same as 
those of the treatment of osteomyelitis of the long 
bones. Conservative methods are always to be pre- 
ferred. In the acute stages, opening of the abscess 
is indicated. In the cases of children, bone puncture, 
opening of the marrow cavity, drainage, and free 
chiseling out should be done. Subperiosteal resec- 
tion is not advisable in acute cases. 

The complications should also be treated sur- 
gically. Sequestrotomy should generally be done 
late, from two to three months after the first opera- 
tion. Surgical treatment should be supplemented by 
immunotherapy—vaccinotherapy, serotherapy, au- 
topyotherapy, and chemotherapy. In old cases, the 
choice of operation depends upon the extent of the 
disease process and the patient’s general condition. 
In the exposure of the interior of the bone care 
should be taken to limit removal of the periosteum 
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to the minimum. In definite septicemia the mor- 
tality is from 49 to 76 per cent. For this condition, 
serotherapy, hemotherapy, and autopyotherapy 
have adherents and opponents. Many clinicians 
prefer chemotherapy. In addition to urotropin, 
dyestuffs, and metallic salts, the author has used 
intravenous and intramuscular injections of pronto- 
sil combined with dextrose with good results. 

In general, the difficulties in the surgical treatment 
of osteomyelitis of the lower jaw may be diminished 
by the use of simple measures employed in den- 
tistry. (E. Ittés). Ropert H. Ivy, M.D. 


EYE 


Trowbridge, D. H., Jr.: Sympathetic Ophthalmia. 
Am. J. Ophth., 1937, 20: 135. 


This is a report based on microscopic study of the 
exciting eye in 32 cases of proved sympathetic 
ophthalmia with consideration of the relationship of 
the histological findings to the clinical course of the 
condition. The age incidence ranged from four and 
one half to sixty-seven years. The longest time 
elapsing between the injury and the appearance of 
the disease in the sympathizing eye was nineteen 
years and the shortest twenty-three days. While 


the condition nearly always follows a perforating 
injury, it may apparently be caused at times by 
blunt injuries and when a necrotic intra-ocular tumor 
is present it may develop in the absence of trauma. 

At the time of the outbreak of inflammation in the 
fellow eye, the vision of which may not be impaired, 
a soft, shrinking exciting eye with great impairment 


or total loss of vision is usually found. From the 
standpoint of sympathetic ophthalmia, perforating 
wounds of the cornea or at the limbus are no less 
dangerous than wounds in the ciliary body. Un- 
healed wounds in any region are particularly danger- 
ous. While the interval between injury and out- 
break does not seem to be an important factor in 
the outcome of the sympathizing eye, a protracted 
interval between the onset of sympathetic inflam- 
mation and removal of the exciting eye affects the 
outcome in the fellow eye unfavorably. Photo- 
phobia, lacrimation, ciliary injection, cells in the 
aqueous, and deposits on the posterior corneal sur- 
face or anterior lens capsule, usually accompanied 
by impairment of vision, are most common in the 
sympathizing eye. Neuroretinitis or sudden in- 
crease in refraction may be among early signs. 

Sympathetic ophthalmia may develop following 
iridencleisis and may occur in the presence of 
panophthalmitis. While the extent of the specific 
infiltrate surrounding the scleral emissaries is not of 
great prognostic importance, evisceration of the 
contents of the globe probably does not protect 
against the transfer of sympathetic uveitis to the 
fellow eye. In enucleation it would seem wise to 
remove as much of the optic nerve and attached 
extra-ocular tissues as practicable. The prognosis 
cannot be based upon the extent or location of the 
specific infiltrate in the exciting eye. 


HEAD AND NECK 539 


Phagocytosis of pigment by the epithelioid cells 
of the infiltrate occurs to some degree in sympa- 
thetic ophthalmia, but the Fuchs-Dalen nodule is 
not necessarily the site of this activity. The extent 
of the pigment phagocytosis does not affect the 
prognosis. Eosinophiles and plasmacytoid cells 
may appear in the infiltrate. The author emphasizes 
the importance of removing foci of infection and of 
ultraviolet irradiation of the body as aids in the 
treatment of the disease. WirttAM A. Mann, M.D. 


NECK 


Paterson, D. R.: Upper Dysphagia. J. Laryngol. & 
Otol., 1937, 52: 75- 


After presenting a brief review of the development 
of mechanical aids for examination of the upper food 
passage, Paterson discusses a type of dysphagia re- 
lated primarily to a change in the upper esophageal 
mucosa, the nature of which is not clear. This con- 
dition is associated with secondary anemia and fre- 
quently with atrophic changes in the mouth, 
pharynx, and finger nails. It occurs in women in the 
reproductive age. Paterson suggests that it may 
have an etiological relationship to a constitutional 
factor, and emphasizes the not-infrequent superven- 
tion of malignant disease in the post-cricoid region, 
which occurs much more frequently and at an 
earlier age in women than in men. 

Jacos M. Mora, M.D. 


Talbot, F. B., Wilson, E. B., and Worcester, J.: 
The Basal Metabolism of Girls: Physiological 
Background and Application of Standards. 
Am. J. Dis. Child., 1937, 53: 273. 


The authors present a standard of normal me- 
tabolism for girls from birth to eighteen years of age, 
which is based on total calories per twenty-four 
hours for weight corrected for age, rather than on 
calories per square meter per hour. The article is 
concluded with the following statements: 

“When these various formulas are applied to a 
given group of normal children, it is found that what- 
ever mathematical differences there are in the fits are 
insignificant, and it seems to us that the voluminous 
discussion of the pros and cons of one formula as 
compared to another are academic and have no bear- 
ing on clinical practice. We believe that the formu- 
las merely express an accidental relationship and not 
a physiologic law. Mathematically, we found that 
the ‘total calories for the weight’ gave the closest fit 
of any method used for predicting calories for the 
groups of girls studied by us, and there is a certain 
amount of evidence that the same is true for boys. 
We cannot, therefore, see what advantage there is in 
multiplying with other factors or in estimating body 
surface, because any error in the original measure- 
ments may be intensified by so doing. 

“We make an exception to this generalization in 
respect to age. We have found that an age correc- 
tion of the weight prediction improves the correla- 
tion. 
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“Since nearly all standards predict the metabolism 
of normal persons equally well, the selection of a 
standard for practical clinical use should depend on 
which standard gives the truest clinical picture for 
persons with abnormal and pathologic conditions. 
The problem has bothered many practical clinicians. 
We have attempted to apply this test to persons 
with conditions in which it will be most helpful and 
have presented evidence that the ‘total calories for 
the weight’ gives the prediction desired. 

“The standards presented here are, like all other 
standards, averages. If they are used, the coefficient 
of variability should always be kept in mind. They 
have the advantage of being direct measurements 
which require no formulas and are thus open to less 
possibility of accumulation of-errors. They include 
new data which help to fill in the blank spaces of 
from 12 to 20 years and thus connect young child- 
hood with adult life.”’ PauL Starr, M.D. 


Lewis, R. C., Kinsman, G. M., and Iliff, A.: The 
Basal Metabolism of Normal Boys and Girls 
from Two to Twelve Years Old, Inclusive. Am. 
J. Dis. Child., 1937, 53: 348. 

The authors’ summary is as follows: 

“As a report of progress (from the Child Re- 
search Council and the Department of Biochemistry, 
University of Colorado School of Medicine) in a 
longitudinal study of normal children, the results 
of 366 basal metabolism tests on 52 boys and of 271 
basal metabolism tests on 41 girls, all between the 
ages of 2 and 12 years, inclusive, are presented. The 
tests were made by means of the open circuit cham- 
ber method and the Carpenter-Haldane gas analysis 
apparatus. 

“The results are presented in a cross-sectional 
manner, and the heat production is expressed as 
calories per hour referred to age, weight, height, and 
surface area, respectively, and as calories per hour 
per square meter of surface area, calories per hour 
per kilogram of body weight, and calories per hour 
per centimeter of total height, respectively, referred 
to age. 

“The means, the standard deviations from the 
means, and the coefficients of variation of the ob- 
served heat production for convenient arbitrary 
divisions of the variable to which the heat produc- 
tion was referred were computed for each of the spec- 
ified methods of expressing the energy metabolism. 

“The mean coefficient of variation, a statistic 
which was used to indicate the degree of scatter of 
the individual tests, was found to be of increasing 
value in the following order: 

Boys 

“‘; and 2. Calories per hour referred to surface 
area, and calories per hour per square meter referred 
to age. 

3. Calories per hour referred to weight. 

4. Calories per hour referred to height. 


5. Calories per hour per centimeter referred to 
age. 
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6 and 7. Calories per hour referred to age, and 
calories per hour per kilogram referred to age. 


Girls 


Calories per hour referred to weight. 
Calories per hour per square meter referred to 


Calories per hour referred to surface area. 
Calories per hour per centimeter referred to 


Calories per hour referred to height. 
Calories per hour referred to age. 
Calories per hour per kilogram referred to age. 


“This treatment of the data indicates that for 
the group of normal children under investigation 3 
of the methods of expressing heat production, cal- 
ories per hour referred to weight and surface area, 
respectively, and calories per hour per square meter 
referred to age, give the lowest degrees of dispersion. 

“The mean coefficients of variation for these 3 
methods show that, theoretically, 99.7 per cent (the 
percentage included within plus and minus 3 stand- 
ard deviations from the mean) of all the tests should 
fall within + 18 per cent of the mean for the boys 
and within + 16 per cent for the girls, and that 95 
per cent (the percentage included within plus and 
minus 2 standard deviations) should fall within + 
12 per cent for the boys and within + 11 per cent 
for the girls. 

“Scatter diagrams for these 3 methods and for 
calories per hour referred to height were constructed, 
and in each case the central trend line was fitted 
either by the semi-average method or by inspection. 

“The central trend line values for calories per hour 
per square meter referred to age (Table 17) and for 
calories per hour referred to weight and to body sur- 
face, respectively (Tables 10 and 19) were tabulated 
in order that they might be available as prediction 
standards. 

“Even though they show somewhat greater dis- 
persion than is the case with the 3 methods just 
mentioned, the central trend line values (Table 20) 
for calories per hour referred to height were also 
tabulated, since this method of expressing the heat 
production has found rather wide use in the liter- 
ature. 

“The relationship of the results of the present 
study to those reported by other workers was studied 
in detail by comparing the separate tests reported 
in the literature with the 4 central trend line values 
mentioned. Histograms of the percentage deviations 
were constructed. In cases in which the separate 
tests were not reported, the trends and levels of the 
results are shown graphically. The comparative re- 
sults are discussed in detail. 

“This analysis of the results of basal metabolism 
tests on children reported in the literature demon- 
strates the significant effect of body build on the 
comparative values obtained for the basal metabolic 
rate by the several methods of reference. The im- 
portance of considering the relationship between the 
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body measurements of the children for whom the 
standards are to be used and the homologous meas- 
urements of the children with whom they are es- 
tablished is emphasized thereby. 

“The precise relationship of body build to the 
basal metabolism of children cannot be determined 
until a more complete statistical study in close cor- 
relation with anthropometric and other physiologic 
measurements is made. Such an analysis will be 
warranted only when a larger collection of data is 
available. 

“Since the Child Research Council project is a 
longitudinal study designed to extend over a period 
of many years, additional data on the basal metabo- 
lism of children are constantly being accumulated 
and further reports for the age groups represented in 
the present paper and for older and younger children 
may be expected in the future.” 

Pau Srarr, M.D. 


Kaspar, F.: Conservative and Surgical Treatment 
of Goiter. When Should Operation Be Per- 
formed? (Ueber die konservative und chirurgische 
Kropfbehandlung. Wann soll operiert werden?). 
Wien. med. Wchnschr., 1936, 2: 1377, 1404, 1420. 


The author deals, not with the theoretical prob- 
lems of goiter, but with practically useful informa- 
tion yielded by his experience with the condition. 
He states that, morphologically, it is important to 
differentiate between diffuse goiter and adenomatous 
goiter. His discussion is based upon a classification 
of goiters into hyperplastic forms (diffuse goiter), 
nodular forms, and hyperplastic adenomatous 
forms. The Basedow goiter belongs to the hyper- 
plastic forms, whereas basedowoid goiters occur in 
both the diffuse and the nodular form. 

A second important factor is function. The func- 
tional capacity of the healthy and the diseased 
thyroid depends upon secretory conditions (pro- 
duction on the one hand; discharge or retention on 
the other). With Breitner, the author differentiates 
euthyroidism, hypothyroidism, and hyperthyroidism. 
Exophthalmic goiter belongs to the hyperthy- 
roidisms. Its clinical picture shows all varieties 
from the mildest, oligosymptomatic type to the 
fully developed forms. The differences lie in the 
individual reaction to the increased delivery of 
thyroxin. The forms of goiter which are of most 
interest to the general practitioner are the endemic 
goiter of young persons, the puberty goiter, the 
colloid goiter, the nodular goiter, and the goiters 
associated with hyperthyroidism. The conse- 
quences of goiter formation are disfigurement, com- 
pression of neighboring organs, and goiter heart. 

The treatment of atoxic goiter may be either con- 
servative or operative. In the conservative treat- 
ment iodine therapy plays an important part. As, 
previously, iodine was administered in too large 
doses, phenomena of iodine poisoning often occurred 
and led to widespread abandonment of iodine treat- 
ment of goiter. However, iodine is certainly one of 
the most effective remedies for goiter, especially 
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goiter of the endemic variety. It was therefore again 
accepted. It is now administered in very small 
doses, just enough to produce an effect (from 4 to 
100 mgm. of potassium iodide per day). The re- 
action following these micro-doses is often quite 
astonishing. However, a continuous control, car- 
ried out every two to four weeks, is absolutely 
essential. 

Iodine therapy of this type is used by the author 
in cases of goiter in children and young persons; 
with special precautions also in cases of diffuse 
goiter in adults, those of recurrent goiter, and those 
of substernal goiter not coming to operation. Iodine 
therapy is entirely without effect on nodular goiter, 
and is absolutely contra-indicated in all hyperthy- 
roidisms except in the immediate pre-operative 
preparation of patients with exophthalmic goiter. 
Iodine is used prophylactically in the form of 
iodized salt: 5 mgm. of potassium iodide added to 
each kilogram of sodium chloride. The results can- 
not yet be judged definitely. 

Phosphorus and silicon are also employed in the 
treatment of goiter. Roentgen therapy has not 
been found to yield dependable or permanent 
results. 

In cases of atoxic goiter operative treatment has 
the following absolute indications: compression of 
the trachea with dyspnea or attacks of suffocation 
and tracheomalacia; pressure on the esophagus, the 
great vessels, and the recurrent nerve; paralysis of 
the recurrent nerve; and malignant goiter. The 
relative indications are more frequent because the 
operation is practically without danger. The usual 
procedure consists of bilateral resection with split- 
ting of the isthmus. Operation gives excellent 
results also in toxic goiter. We have learned how to 
free operation for exophthalmic goiter of its dangers. 
However, only the severe forms, should be treated 
surgically. Mild cases can be treated conserva- 
tively. Every operation for exophthalmic goiter 
must be preceded by preparation. Frequently the 
preparation must be continued over a period of 
weeks. Its principle is to shield the patient from 
psychic and physical trauma of every sort. Another 
important factor is the pre-operative administration 
of iodine. The author performs the operation under 
avertin narcosis supplemented with ether. After 
the operation there is a danger period of two or 
three days, the period of postoperative reaction. 
During this time it is best to keep the patient in a 
kind of “twilight” state. After healing of the 
operative wound the patient requires a resting 
period of from four to’ six months. Of all of the 
signs of exophthalmic goiter, the exophthalmos per- 
sists longest. Of the author’s large series of cases, 
cure resulted in more than 88 per cent, marked im- 
provement in 8 per cent, and some improvement in 
4 per cent. When it is borne in mind that conserva- 
tive treatment of exophthalmic goiter has a mor- 
tality of from 30 to 35 per cent, no doubt remains 
that operation is the treatment of choice. 

(MAXIMILIAN Hirscu). FLORENCE A. CARPENTER. 
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Rasmussen, H.: Morbus Basdowi (Graves’ Dis- 
ease). Acta. med. Scand., 1937, 91: 69. 


The author reviews the findings of a follow-up 
study of 93 women and 5 men with Basedow’s dis- 
ease who were admitted to the medical and surgical 
services of the Haukeland Hospital, Bergen, Nor- 
way, during the ten-year period from 1924 to 1934. 
On the basis of the treatment, these patients are 
classified into 3 groups. One group was treated 
medically; another, surgically; and another, by ir- 
radiation. The average period of observation was 
four and a half years; the longest, ten years; and the 
shortest, one-half year. 

On re-examination, the majority of the patients 
were found to have persistent, more or less severe 
Basedow symptoms in spite of the fact that thyroid 
function as estimated from the pulse, weight, and 
basal metabolic rate was considered normal or sub- 
normal. Apart from exophthalmos, the persistent 
Basedow symptoms were more or less serious dis- 
turbances of a neurotic character—asthenia, changes 
of temperament, and mental disturbances, the latter 
in some instances being a psychopathia or psychosis. 
The author designates this syndrome the ‘“‘psycho- 
neurotic syndrome of Basedow’s disease.” 

The importance of this syndrome is evident from 
the relatively large number of patients who, because 
of it, were wholly or partially incapable of work. 
That it is independent of thyrotoxicosis is evident 
not only from its persistence after the elimination of 
thyrotoxicosis, but also by its occurrence in severe 
hypothyroidism (Basedow’s disease without thyroid 
function—extreme hypothyroidism). The author 
describes a closely studied group of patients with 
pronounced symptoms of a psychoneurotic char- 
acter in whom thyrotoxicosis was absent, inter- 
mittent, or insignificant. 

In conclusion, the importance of a distinction be- 
tween the two components of Basedow’s disease—the 
thyrotoxic syndrome and the psychoneurotic syn- 
drome—is discussed with regard to pathogenesis, 
treatment, and evaluation of the results of treatment. 


Hare, H. F.: Cancer of the Thyroid in Children. 
Radiology, 1937, 28: 131. 

Of 15,000 cases in which a thyroid operation was 
performed at the Lahey Clinic, Boston, a diagnosis 
of primary malignancy of the thyroid gland was 
made in 258 (1.7 per cent). Six of the patients with 
the latter condition were children under fourteen 
years of age, the youngest six years old and the oldest 
thirteen. The author reviews the subsequent course 
of these 6 children and reports 3 new cases of pri- 
mary malignancy of the thyroid occurring in child- 
hood. 

The fetal adenomas and the papillary cyst- 
adenomas with blood-vessel invasion grow slowly. 
Recurrences tend to be local. Ninety-five per cent 
of these tumors are cured by combined surgery and 
irradiation. 

The papillary adenocarcinomas and the alveolar 
adenocarcinomas grow more rapidly and tend to in- 


vade surrounding tissues. Their recurrences may be 
local or distant, but most frequently spread to sur- 
rounding lymph glands. These are the thyroid 
tumors which metastasize to bones. The alveolar 
adenocarcinomas are more malignant than the 
papillary adenocarcinomas and therefore more 
resistant to treatment. 

The diffuse small-cell, the small compact-cell, and 
the giant-cell carcinomas and the fibrosarcomas are 
the most rapidly growing and the most difficult to 
diagnose. They are more radiosensitive than the 
other thyroid tumors, but are not so radiosensitive 
as the lymphoblastomas, which the small compact- 
cell tumors closely resemble microscopically. 

Tumors of thyroid origin may occur in aberrant 
thyroid tissue, that is, in lateral and medial aberrant 
thyroid masses, and in thyroglossal cysts. 

With the present methods of clinical diagnosis, 
pre-operative diagnosis of early malignancy is prac- 
tically impossible. Frequently the condition cannot 
be differentiated from thyroiditis, in which the gland 
increases in size and is firm and hard. In every case 
in which aberrant tissue is found, biopsy should be 
done. 

The treatment of all tumors of the thyroid is pri- 
marily roentgenological. When the trachea is con- 
stricted by the growth to the extent that there is diffi- 
culty in breathing, it is contra-indicated as it may be 
followed by swelling which will make an emergency 
operation necessary. The use of x-ray treatment for 
malignant tumors of the thyroid is comparatively 
recent, especially in the cases of children. X-ray 
treatment is indicated in all malignancies of the 
thyroid. A dose larger than 1,500 r must be delivered 
to the tumor cells during one series of treatments. 
The lethal tumor dose is probably about 3,000 r. 

In the present method of treatment as large a 
total dose as possible is given over a period of from 
thirty to forty-five days, a small daily dose of 100 r 
being administered to each portal. The factors are: 
200 kv.p., 25 ma., a distance of 60 cm., a portal of 
80 sq. cm., and filtration with 0.5 mm. of copper and 
1 mm. of aluminum. Use of this method will allow 
a higher total dose with less resulting radioderma- 
titis and epithelitis. In the administration of the 
larger dose, the radiologist must be sure that the 
nutritional needs of the patient are taken care of. 
While more sensitive than the skin of adults, the 
skin of children tolerates treatment equally well. 

JosEPH K. Narat, M.D. 


Mandl, F.: Total Thyroidectomy in Cardiac and 
Vascular Diseases (Die totale Thyreoidektomie 
bei Herz- und Gefaesskrankheiten). Wien. klin. 
Wchnschr., 1936, 2: 1453. 

The numerous American publications concerning 
the results of total thyroidectomy in cases of cardiac 
conditions induced the author to try the method. 
He performed the operation in 4 cases of hyper- 
thyroidism, 8 cases of severe, chronic heart disease 
that had resisted medical treatment, 2 cases of 
angina pectoris, and 1 case each of endarteritis ob- 
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SURGERY OF THE 


literans, dyspnea due to severe emphysema, and 
cardiac asthma. All of the operations were done 
under local anesthesia. The postoperative ad- 
ministration of thyroid substance was found unneces- 
sary. The dangers of the treatment consist of injury 
to the recurrent laryngeal nerve and the later de- 
velopment of tetany or myxedema. Transitory 
hoarseness is frequently due to edema of the glottis 
from the stasis following ligation of the veins. 
While it cannot be assumed that abnormally 
placed parathyroids were present in all of the 
author’s 17 cases, tetany developed in only 1 case 
and in this instance was mild and lasted for only two 
days. Therefore, in the performance of total thy- 
roidectomy on patients with cardiac disease par- 
ticular attention to the parathyroids is unnecessary. 
Severe manifestations of myxedema were also absent 
in the author’s cases, evidences of this condition 
consisting, at the most, of loss of hair, deepening of 
the voice, and dryness of the skin. The reasons for 
the absence of late postoperative sequele were not 
determined. The objective impression following the 
operation is always confusing. Histological examina- 
tion does not always reveal a definite picture. The 
operation is contra-indicated by a basal metabolic 
rate of from — 20 to —30. Its late results encourage 
its further trial in cardiac and vascular conditions. 
(Braun). Leo M. ZimmMerMAN, M.D. 


Frenckner, P.: Some Primary Results of the Op- 
erative Treatment of Carcinoma of the Larynx 
(Einige Primaerresultate bei operativer Behand- 
lung von Kehlkopfkrebs). Svensk Lékartidn., 1936, 
p. 1120. 

The author discusses generally the operative and 
radiobiological treatment of laryngeal carcinoma. 
The indications have been divided into 4 groups sug- 
gested by Soerensen. Concerning the results of 
laryngectomy the statistics of Gluck-Soerensen, 
Tapia and Weber are quoted. The results of radium 
therapy are shown by the statistics of Coutard 
(1933), Edling (1934), Schintz and Zuppinger 
(1934), and Weber (1931). The discussion of pre- 
operative radium therapy has not yet been concluded. 
Pre-operative radium therapy may offer some 
advantages, but disadvantages have been seen 
during the operation. 
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At the Sabbathsberg Hospital in Sweden, the 
operative procedure of Gluck-Soerensen was for- 
merly followed. In the last few years the author 
used the technique of New (Mayo Clinic) in 14 cases, 
i.e., the 2 or 3 stage operation. In the first stage a 
midline incision is made with dissection of the entire 
larynx and the first two tracheal rings, followed by 
closure of the wound. After four days a tracheotomy 
is done, but the wound is not opened further than 
is absolutely necessary. After another four days, 
laryngectomy is done from below upward. As soon 
as the larynx is separated from the trachea a tampon 
tube with an inflating bulb is inserted into the 
trachea (Frenckner, Acta otolaryngol., Supp. 20). 
After the operation, a relatively large tracheotomy 
tube is inserted. 

The author then discusses the advantages and 
disadvantages of the single-stage and multi-stage 
procedures. He states that his fourteenth case, with 
anterior perforation of the cancer, was operated upon 
in a single stage. The ages of the 14 patients varied 
between twenty-nine and sixty-eight years. Twelve 
survived the operation and are still alive without 
recurrence. One died on the seventh day after the 
operation from pulmonary hemorrhage, while a 
second died on the fourth day from a phlegmon of 
the neck. In the last case the feeding tube had been 
displaced by coughing and it took an hour to replace 
it by manipulation. Autopsy revealed that the tube 
had broken through the pharyngeal suture and pene- 
trated into the soft tissues on the right side of the 
neck. 

The postoperative healing time was from two to 
three weeks in the uncomplicated cases, and some- 
what longer in the 2 cases with pharyngeal fistulas. 
In 1 case which was treated pre-operatively with 
radium, necrosis of the skin and subcutaneous tissue 
occurred. In 2 cases there was severe bronchitis 
with a cough which disrupted the skin and trachea 
sutures. The feeding tube was usually left in place 
for two weeks. The primary, cosmetic union was 
good in all of the cases observed until complete 
healing occurred. In 8 cases voice training (esopha- 
gus voice) was started; good results were obtained 
in 5 (1 patient was a train conductor), poor results 
in 2, and a completely negative result in 1. 

(GERLACH). WILLIAM C. Beck, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Hahn, E. V., Ramsey, F. B., and Kohlstaedt, K. G.: 
Clinical Experience in the Use of Sucrose In- 
stead of Dextrose in the Osmotic Therapy of 
Increased Intracranial Pressure Occurring in 
Cases of Acute Brain Injury. J. Am. M. Ass., 
1937, 108: 773.- 

The intravenous administration of a concentrated 
solution of dextrose in the treatment of acute brain 
injury has been widely advocated. Although a fall 
in the cerebrospinal fluid pressure occurs after the 
administration of a 50 per cent solution of dextrose, 
it has been emphasized that a dangerous secondary 
rise may follow. The authors administered a 50 
per cent solution of dextrose intravenously in ap- 
proximately too cases of brain injury and found that 
in many instances it saved life. 

A review of the literature indicates that sucrose 
in a 50 per cent solution is as effective as the dextrose 
solution and does not produce a secondary rise in 
the cerebrospinal fluid pressure. However, sucrose 
is not hydrolyzed in the blood stream or tissues when 
it is given intravenously and therefore is of no nutri- 
tional value. 

The authors have used sucrose intravenously in 
25 cases of acute brain injury and believe it effec- 
tively replaces dextrose for osmotic therapy. They 
report 3 cases in detail. The dose of sucrose em- 
ploved most frequently was 100 c.cm. of a 50 per 
cent solution, corresponding to from 0.25 to 1 gm. 
of sugar per kilogram of body weight. In a few 
instances double this concentration was given. 

ROBERT ZOLLINGER, M.D. 


Olsen, R.: Follow-Up Studies of the Sequelz of 
Brain Injuries (Nachuntersuchungen der Folge- 
zustaende von Gehirnverletzungen). Ugesk. f. 
Laeger, 1936, p. 782. 

In recent years the incidence of head injuries has 
shown a marked increase. In 1920, on the surgical 
service of the District Hospital of Copenhagen, only 
8 cases of such injuries came under treatment, 
whereas in 1931 the number was 63. The chief cause 
of the increase has been the increase of traffic acci- 
dents. 

The author reports the findings of re-examinations 
of 176 persons treated for injuries of the skull. The 
time which had elapsed since the accident ranged 
from one and one-half to six years. One hundred 
and twenty of the patients had had concussion of 
the brain, and 56 a skull fracture. Forty-two of the 
skull fractures were fractures of the base. 

The principal residual disturbances after head in- 
juries are headache, vertigo, weakness of memory, 
and defects of the higher mental powers. The head- 
aches and attacks of dizziness are especially char- 
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acterized by the fact that they tend to occur during 
rapid movement and mental exertion and at high 
temperatures. Numerous other sequel which occur 
with less regularity are also of great importance as 
regards the patient’s ability to work. Among these 
are personality changes, such as apathy, lack of de- 
cision or will power, hyper-irritability, and emo 
tional instability. These may develop into paranoia. 
The patient may suffer also from easy fatigue of 
body and mind which frequently is first noticed 
with the resumption of work. In cases of skull frac- 
tures the sequelz of nerve injury may be added. 

Of the patients re-examined by the author, 90 per 
cent were able to go back to work after six months. 
The remaining 10 per cent had been incapacitated 
for several years. The working ability of 22 had been 
reduced for as long as six years. In all, 65 suffered 
from sequele of the injury. Forty-two per cent 
suffered from headaches, 28 per cent from vertigo, 
20 per cent from weakness of memory, and 17 per 
cent from changes of personality. Among these were 
2 with psychosis, 6 with alcohol intolerance, and 2 
with nicotine intolerance. Sequela were much more 
frequent in women than in men. As only 5 cases of 
head trauma in children came under observation, 
no generally applicable conclusions as to the end- 
results in such cases was possible. Two of the 5 
children showed a change of character and all of 
them suffered from headache several years after the 
injury. Age is an important factor in the end- 
results as residual symptoms are much more fre- 
quent in older persons than in young persons. 

The author discusses the treatment of head in- 
juries only briefly. This consists primarily of bodily 
and mental rest. At first Olsen prohibits reading. 
His patients with concussion of the brain are kept 
in bed for three weeks and those with skull fracture 
for six weeks. He states that prolonged bed rest has 
proved of considerable importance in the results. 

(HAAGEN). JOHN W. BRENNAN, M.D. 


Kessel, F. K., and Olivecrona, H.: Cysts of the 
Foramen of Monroe—So-Called Colloid Cysts 
of the Third Ventricle (Ueber Foramen Monroi- 
Cysten—sogenannte Kolloidcysten des IIT. Ventri- 
kels). Zentralbl. f. Neurochir., 1936, 1: 18. 


After discussing previously reported cases of cysts 
of the foramen of Monroe, the authors report 4 cases 
of such cysts upon which they operated. Two of their 
patients died, but the 2 others regained the ability 
to work. The authors state that while it is hardly 
possible to make the diagnosis clinically, the site 


and nature of the condition can be determined 
definitely by ventriculography. In their cases they 
operated through the frontal approach. They de- 
scribe the operative approach in detail and discuss 
the embryological development of the cysts. 

(O. VosrE). Harry A. SALZMANN, M.D. 
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Munro, D., and Wegner, W.: Primary Cranial and 
Intracranial Epidermoids and Dermoids. New 
England J. Med., 1937, 216: 273. 

After citing the various names applied in the liter- 
ature to cholesterin-containing tumors found in the 
cranium which are commonly called ‘‘cholestea- 
tomas,” the authors report a primary cranial epi- 
dermoid involving the frontal bone, a primary 
intracranial epidermoid of the parietal lobe, and a 
primary intracranial dermoid of the cerebellum. 

They suggest that the term “primary cranial 
epidermoid” be applied to true epidermoid lesions 
occurring in the diploé and to primary intracranial 
epidermoid or dermoid lesions reproducing ecto- 
dermal epithelium in the brain or meninges. 

RoBErRT ZOLLINGER, M.D. 


Adam, J., and Connal, E. A. M.: Purulent Menin- 
gitis. Nine Consecutive Cases with 7 Recoveries. 
J. Laryngol. & Otol., 1937, 52: 87. 


In 9 cases of purulent meningitis complicating 
middle ear suppuration the following clinical signs 
were almost uniformly present: headache, fever, 
stiffness of the neck, Kernig’s sign, and a purulent 
cerebrospinal fluid under pressure and with in- 
creased globulin. The authors do not believe that 
a positive culture of the cerebrospinal fluid is neces- 
sary for the diagnosis of purulent meningitis. They 
cite cases in support of their opinion. 

In the treatment of purulent meningitis compli- 
cating middle ear disease they perform a thorough 
mastoidectomy with removal of the tegmen tym- 
pani and exposure of the lateral sinus. When indi- 
cated, vestibulotomy is done. The dura having been 
exposed, a linear slit is made in it as near as possible 
to the supposed focus of intracranial infection to 
permit drainage of the abscess or localized menin- 
gitis. Drainage is therefore established through the 
mastoidectomy wound. Regular lumbar punctures 
are done, and in some cases from 10 to 30 c.cm. of 
air are injected through the lumbar needle according 
to the method of Mayer. In most cases prontosil is 
given by mouth or intramuscularly, and antiscar- 
latinal serum intrathecally or intramuscularly. 

In one of the cases reported a temporosphenoidal 
abscess was probed through an opening in the ne- 
crotic dura for a week following mastoidectomy. In 
several cases, bone in the region of the tegmen was 
removed at a second operation, the first operation 
not having been complete enough. In another case 
the dural slit was parted with forceps the day after 
it was made and a drain was introduced. The drain 
was left in place for twenty-seven days. 

Joun Martin, M.D. 


PERIPHERAL NERVES 
Moene, I.: Peripheral Nerve Tumors (Periphere 
Nervengeschwuelste). AMJed. Rev., Bergen, 1936, 
$3: Ot. 
The ectodermal neurinomas occur in the central 
nervous system and the spinal ganglia, and also 
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stand in a certain relationship to the sympathetic 
nervous system. They usually occur singly, and 
in this respect are in contrast to the neurofibromas, 
which are generally multiple. They stain yellow 
with the van Gieson test, while on the other hand, 
the neurofibromas stain red. In addition, the spindle- 
shaped nuclei in the neurinomas are arranged in 
bundles or rows with a fibrillary interstitial sub- 
stance. The neurofibromas consist chiefly of con- 
nective tissue. The former are completely benign, 
whereas the latter frequently degenerate into sar- 
coma. Both forms may occur in a mixed tumor. 
Von Recklinghausen’s disease is not as yet com- 
pletely understood. The author is of the opinion 
that nerve tumors and von Recklinghausen’s disease 
are of a genetically similar origin and may be desig- 
nated as systemic diseases. However, the so-called 
amputation neurinomas are not true tumors, but 
rather represent regenerating nerve fibers and peri- 
neural and epineural tissue growth. Primary sar- 
comas, hemangiomas, and cysts or ganglions are 
very rare nerve tumors. Peripheral nerve tumors 
may occur anywhere in the entire body, but they 
have certain sites of predilection. The diagnosis is 
not always easy. It is especially difficult when only 
one tumor is present. The prognosis for neurinomas 
is good, but that for neurofibromas is doubtful be- 
cause of the possibility of malignant degeneration. 
The danger of malignant recurrence is especially 
great following operation. The treatment may be 
exclusively surgical; nevertheless, all nerve tumors 
do not require an operation. The author discusses 
4 cases of neurinoma and neurofibroma which he 
observed. All 4 tumors.were removed surgically 
with good results. 
(HAAGEN). Harry A. SALzMANN, M.D. 


Bonola, A.: Brachial Plexus Paralyses Following 
Motorcycle Accidents (La paralisi del plesso 
brachiale da traumi di motocicletta). Chir. d. 
organi di movimento, 1936, 22: 300. 

For a clear understanding of the pathogenesis of 
brachial plexus paralyses following motorcycle acci- 
dents it is necessary to have some knowledge of the 
topography of the brachial plexus in its relation to 
the spinal column and the movements of the shoul- 
ders. 

The intrarachidian portion of the roots of the 
brachial plexus varies in length, that of the fifth and 
sixth cervical roots being 34 cm., that of the seventh 
and eighth cervical 1 cm., and that of the first 
thoracic, 114 cm. The extrarachidian portions of 
the roots form a triangle-the base of which is formed 
by the lower cervical vertebrae, the upper side by 
the fifth cervical root, and the lower side by the first 
thoracic root. The apex of the triangle is at the 
level of the seventh cervical root which in its path 
bisects the triangle. In infants, the roots pass 
through the intervertebral foramina horizontally and 
form no angles. In adults, the fifth and sixth cervical 
roots form obtuse angles opening downward, the 
seventh cervical root is almost horizontal, and the 
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eighth cervical and first thoracic root form obtuse 


angles opening upward. When the shoulder is 
forcibly lowered, the fifth and sixth cervical roots 
become tense and stretched, the seventh cervical is 
stretched slightly less, and the eighth cervical and 
first thoracic root remain flaccid. This explains the 
frequency of superior or total syndromes and the 
rarity of middle and especially lower syndromes. 
In order to reduce his resistance to the wind as 
much as possible, the motorcyclist holds his trunk 
flexed forward and his shoulders slightly abducted 
and backward. The obstacle with which he comes 
into contact in an accident usually strikes him on 
the anterosuperior part of the shoulder. This region 
is violently lowered and pushed backward, while the 
cervical vertebre are bent and fixed to the opposite 
side. The brachial plexus and the soft parts sur- 
rounding it are violently stretched downward. Be- 
cause of the anatomical relationships described, 
trauma of medium severity causes stretching and 
injury of the fifth and sixth cervical roots. In more 
serious injuries, which are usually accompanied by 
fractures, the seventh and eighth cervical and the 
first thoracic root are also injured and complete or 
total brachial plexus paralysis results. Complete 
paralyses of the brachial plexus are frequently ac- 
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companied by oculosympathetic syndromes due to 
involvement of the first thoracic root, and also by 
lacerations of the coverings of the axillary artery 
with resulting thrombotic occlusion or aneurysm 
formation. When the traumatizing agent strikes 
the elbow, arm, or forearm instead of the shoulder, 
the resulting nerve lesions are peripheral and due to 
involvement of the secondary trunks of the plexus. 
The author describes these various types of brachial 
plexus paralysis. 

Of the ro patients whose cases are reported, 5 were 
operated upon. Of 7 who were re-examined from 
one to eight years after the trauma, only 3 showed 
some improvement. Only 1 of the latter had been 
operated upon. This was a patient with incomplete 
paralysis of the secondary trunks. Even in cases 
of such paralysis improvement was always incom- 
plete, being limited to a few muscles. In superior 
and middle syndromes due to involvement of the 
secondary trunks some improvement can be ex- 
pected. Complete paralysis of the brachial plexus 
has a very poor prognosis. The author agrees with 
others that when surgical intervention is indicated 
it should be done soon after the injury, before scar- 
ring of the traumatized mass has occurred. 

Davip ImpastaTo, M.D 

















CHEST WALL AND BREAST 


Keeley, J. L. Tuberculosis of the Breast. Ann. Surg., 
1937, 105: 169. 

The authors report 4 cases of tuberculosis of the 
breast in women. In 1, the condition was bilateral, 
and in 2 it was primary in the breast. Whereas tu- 
berculosis of the breast has been considered rather 
unusual, the authors believe that, with increased 
operations for supposed early cancer, it may be found 
more frequently. In discussing the possibility that 
the infection may be carried to the breast by the 
blood stream or the lymphatics, they express the 
opinion that this is less likely than that the disease 
develops in an area of lessened resistance. 

The early symptoms and signs vary, but in most 
instances a lump in the breast is noted first. Few 
patients complain of pain. The nodule in the breast 
may remain localized, or several lumps may de- 
velop, coalesce, and form a caseous or abscessed area 
leading to sinus formation. The skin overlying the 
lesions may present the ‘‘orange-peel”’ change seen 
in carcinoma. As the inflammation extends, redness 
and heat occur. Later, the axillary lymph glands 
may become involved. Frequently the diagnosis 
can be made only by microscopic examination. The 
treatment advised is surgical excision with axillary 
gland dissection if the latter is indicated. 

G. Dantev DeEvprat, M.D. 


Limburg, H.: The Histological Diagnosis and the 
Prognosis of Newgrowths of the Breast (Zur 
histologischen Diagnose und Prognose von Neu- 
bildungen in der Mamma). Ziéschr. f. Geburtsh. 
u. Gynaek., 1936, 114: 7. 

The frequency with which carcinoma develops 
from benign newgrowths of the breast, especially 
the cystic breast, can be determined only by clinical 
investigations extending over a long period of time. 

The author reviews the findings of a follow-up of 
135 patients treated for benign tumors of the 
breast, including 78 with cystic breast. The follow- 
up was made from five to ten years after a biopsy 
diagnosis of benign tumor. One hundred and 
twenty-eight of the patients were found free from 
recurrence and symptoms. Of the 7 who were dead, 
only 1, a patient who had had cystic disease, had 
died of carcinoma of the breast. In 11 cases radical 
operation with removal of the axillary glands had 
been performed. In the others, nothing besides 
biopsy or excision of the palpable tumor had been 
done. In no case had histological examination 
demonstrated a definite carcinoma, although fre- 
quently it had revealed intracystic epithelial pro- 
liferations of the type which have often been 
designated by other investigators as precancerous. 
\2 As carcinoma developed in only 1 of the reviewed 
cases, a case of cystic breast, and all of the other 
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tumors, most of which were not treated by radical 
operation, proved to be benign, the general belief 
that the incidence of carcinoma in cystic breast 
ranges from 25 to 50 per cent is incorrect. The 
author presents illustrations to show that high- 
grade proliferations in adenofibrosis of the breast 
may run a benign course. 
(FROBOESE). J. DANIEL WiILLems, M.D. 


Cohn, L. C.: Paget’s Disease of the Female Breast, 
with Special Consideration of Biopsy and Pre- 
Operative Irradiation. Arch. Surg., 1937, 34: 201. 


From additional experiences since Bloodgood’s 
report in 1924 and the observation of 5 cases of 
Paget’s cancer of the nipple in the last two years, 
the author draws the following conclusions: 

There may be no difference clinically between a 
small, apparently insignificant lesion of the nipple 
which is benign and one which, under the micro- 
scope, is found to be a fully developed Paget car- 
cinoma. When a lesion of the nipple does not heal 
in a few weeks under treatment by simple cleansing 
and protective measures, biopsy should be per- 
formed. 

For biopsy on a lesion on the nipple complete ex- 
cision of the nipple, the areola, and the central zone 
of the breast beneath should be done. 

Fully developed cancer of the nipple may be pres- 
ent without the presence of a fissure or an ulcer. 
There may be only slight keratosis surrounded by 
an area of irritation, the entire apparently innocent 
lesion being limited to the nipple. 

When microscopic study of the sections shows 
Paget’s carcinoma, operation for complete removal 
of the breast should follow. 

Delay of the complete operation after biopsy of 
the type described, in order to carry out thorough 
pre-operative irradiation of the supraclavicular 
area, axilla, and breast is apparently associated with 
no danger. 

When an ulcer on the nipple is associated with a 
palpable mass in the breast or with palpable axillary 
glands there is no danger in delaying the complete 
operation for one course of pre-operative irradiation. 
There is nothing to be gained by biopsy in such 
cases. 

Since, under irradiation, an ulcer which is the seat 
of cancer may heal over entirely so that the cancer 
in the breast and axillary glands remains unrecog- 
nized, there seems to be a distinct danger in irradia- 
tion of an apparently insignificant lesion of the nip- 
ple without a previous biopsy unless the irradiation 
is to be followed by a complete operation. 

Restriction of the operation to excision of the nip- 
ple, areola, and central zone of the breast beneath 
is justified only on the basis of expert pathological 
knowledge. If there is doubt as to whether the 
lesion is malignant while the sections are being sub- 
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mitted for the opinion of others, irradiation should 
be given. 

The time that has elapsed is insufficient to allow 
conclusions as to the increase, if any, in the incidence 
of cure by the addition of pre-operative irradiation, 
but sufficient evidence has accumulated to demon- 
strate that there is apparently no danger in delaying 
the complete operation for pre-operative irradia- 
tion. Joun H. Gartock, M.D. 


St. Michalek-Grodzki: Plastic Operations on the 
Nipples (Opérations plastiques des mamelons) 


Bull. et mém. Soc. d. chirurgiens de Par., 1936, 28: 387° 


Deformities of the nipples may render their func- 
tion difficult or impossible. Therefore surgical cor- 
rection of such deformities is sometimes desirable. 
The condition may be the result of maldevelopment, 
trauma, or inflammation. 

From the standpoint of surgical pathology, the 
most important structure about the nipple is the 
thin plaque of smooth muscle that occupies the 
areola. In the center there is an opening through 
which the nipple passes. Here the muscle forms a 
well-defined ring which is attached to the fibers 
within the nipple. In cases of flat nipples the open- 
ing is large and the muscular plaque is atrophied, 
whereas in cases of fissured or inverted nipples the 
opening is narrow and the muscular plaque is hyper- 
trophied. The essential step in various plastic opera- 
tions on the nipple consists in enlarging or tightening 
the sphincter to maintain the nipple in its new po- 
sition. 

The details of the operations described by the 
author, which are complex, are shown by 48 dia- 
grams. Because of the remarkable capacity of the 
breast for regeneration and hypertrophy, it is pos- 
sible to obtain good results even in athelia. 

ALBERT F. DE Groat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Sergent, E., Durand, H., and Kourilsky, R.: The 
Anatomicoclinical Forms and Diagnosis of 
Pulmonary Abscesses (Formes anatomo-clin- 
iques et diagnostic des absces pulmonaires). Bull. 
V’Ass. d. méd. de la langue frang. de l’ Amerique du 
Nord, 1937, 3: 50. 


There seems to be no doubt that suppurations and 
primary cancer of the lung are much more frequent 
than formerly, and that the increase is real and not 
due merely to improved methods of diagnosis. 

These suppurations are classified into diffuse and 
circumscribed. The diffuse forms may be acute or 
chronic. Among the acute forms are dissecting 
pneumonia, diffuse suppurated bronchopneumonia, 
and multiple abscesses from pyosepticemia. The 
chronic forms are manifestations of purulent bron- 
chorrhea and particularly of dilatation of the bron- 
chi. Circumscribed suppurations include 2 distinct 
groups: secondary suppurations in pre-existing 
cavities and abscesses properly speaking. The 
secondary suppurations in pre-existing cavities in- 
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clude intrapulmonary congenital cysts, juxtapul- 
monary dermoid cysts, hydatid cysts, and hematic 
cysts. Abscesses properly speaking generally result 
from acute inflammation. They may result from 
the necrosis of a cancer or a syphilitic gumma. 

Abscesses may be divided into the simple and the 
complicated. Simple abscesses include amebic 
abscesses, abscesses from pyogenic cocci, and 
abscesses which are putrid from the beginning. 
Complicated abscesses include simple abscesses 
which have passed into a chronic condition and 
abscesses associated with other affections such as 
bronchiectasis, pleural effusion, and tuberculosis. 

The roentgen diagnosis of these different forms of 
abscess and their differentiation from each other is 
described and illustrated with roentgenograms. 

Recovery results in 70 per cent of cases of pyo 
genic abscesses and 30 per cent of those of putrid 
abscesses. This fact renders the interpretation of 
different medical treatments doubtful. Some of 
them are only apparently successful as recovery 
would have occurred spontaneously. Before opera- 
tion is considered the patient should be given a 
chance to recover spontaneously. No matter what 
organism is responsible for it, the abscess generally 
resolves in from six weeks to two months if it is go 
ing to resolve spontaneously. Therefore, if cure has 
not taken place spontaneously or under medical 
treatment at the end of two months, operation 
should be performed; otherwise the abscess will be- 
come chronic and operation later will be more 
difficult and less likely to be successful. 

The only reliable evidence of cure is total clinical 
and roentgen repair of the lung parenchyma, no 
matter whether the abscess is of the pyogenic or the 
putrid type. If this fact is borne in mind the physi- 
cian will not be deceived by false cures. If the out- 
line of a cavity disappears and is replaced by an 
opaque zone, operation should be performed if two 
months have elapsed since the beginning of the 
infection. 

The radical difference between pyogenic abscesses 
and putrid abscesses is emphasized. The latter are 
much more serious on account of their tendency to 
indefinite recurrence. This is due to the persistence 
of bacteria—probably spirochetes—in the walls of 
the abscess. Therefore simple pneumotomy is not 
sufficient for cure; excision even of the walls of the 
abscess to a certain depth is necessary. The greater 
the delay the more extensive the removal necessary 
and the more dangerous it will be because the sclero- 
sis keeps the bronchi and vessels fixed and gaping. 

The choice of operative method—pneumotomy, 
pneumectomy, or lobectomy—will depend upon the 
anatomical type, extent, site, and complications of 
the abscess. Auprey Goss Morean, M.D. 


Berck, M., and Harris, W.: The Use of Roentgen 


Therapy in Bronchiectasis. J. Am. M. Ass., 


1937, 108: 517. 


So far as the authors are aware, the successful use 





of roentgen irradiation in large dosage as the sole 
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treatment of chronic secreting bronchiectasis has 
not been previously reported. In this article they 
record the favorable results obtained in 30 cases. 
The rationale of the method, which is largely em- 
pirical, is based mainly upon the known effects of 
roentgen rays on chronic inflammatory processes. 
Correct diagnosis of both the site and the extent of 
the involvement is a prime requisite in the treat- 
ment. The irradiation is indicated only in “‘wet” 
cases since its chief aim is to arrest the expectora- 
tion. It is considered suitable only for patients who 
are ambulatory and afebrile and present a chronic 
lesion with a more or less constant level of expec- 
toration and without marked remissions. 

Of the 30 cases treated, 14 belonged to a group 
secondary to chronic anaerobic lung abscess. Three 
were characterized by the expectoration of a mod- 
erate amount of odorless sputum, and 13 by the ex- 
pectoration of large quantities of foul sputum. All 
of these cases are tabulated as to the duration of the 
symptoms, the expectoration in ounces, and the 
technique, duration, and results of the treatment. 

Roentgen therapy in large dosage was given to 
these patients over a period of approximately three 
months. All of the diseased and secreting lobes (as 
revealed by thorough bronchography and bronchos- 
copy) were cross-fired through anterior, lateral, and 
posterior fields. From 3 to 7 fields were irradiated. 
The average total dose was approximately 1,200 
roentgens through each of the anterior, lateral, and 
posterior fields. The physical factors of the tech- 
nique were: from 180 to 200 kv.; a focus-skin dis- 
tance of 50 cm.; a current volume of 4 ma.; filtra- 
tion with 0.5 mm. of copper and 1 mm. of aluminum; 
and fields measuring 10 by 15 cm. Each treatment 
consisted of 75 roentgens, measured in air, to 2 or 3 
fields. The treatments were usually given 2 or 3 
times a week. 

During the course of the treatment the symptoms 
were usually exacerbated at first. Noticeable im- 
provement began after approximately three-fourths 
of the series of irradiations had been completed. It 
was signalized by a gradual and progressive decrease 
in the cough and foul expectoration. The improve- 
ment continued for a period of at least four months 
after termination of the treatment. In a number of 
the cases clubbing of the digits has surprisingly sub- 
sided, and in some, posttherapy bronchography 
showed favorable alterations in the picture of the 
dilated bronchial tree. 

The following conclusions are drawn: 

1. In chronic secreting bronchiectasis roentgen 
therapy in moderately large dosage as the sole meth- 
od of treatment is feasible and successful, resulting 
in great symptomatic improvement in a considerable 
percentage of cases. 

2. In many cases of chronic bronchiectasis 
treated with moderately high dosage of roentgen 
therapy the improvement is so great as to approach 
practically complete cessation of the symptoms of 
expectoration and cough. 

3. Follow-up examination over a period of two 
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years in cases in which there has been improvement 
has shown no recurrence of symptoms with infec- 
tions of the upper respiratory tract. 

ADOLPH HArtTuUNG, M.D. 


O’Brien, E. J.: Results of 15 Consecutive One-Stage 
Lobectomies for Bronchiectasis. J. Thoracic 
Surg., 1937, 6: 278. 

The author reports 15 cases of bronchiectasis in 
which a Brunn-Shenstone one-stage lobectomy was 
performed. ‘The one death in the series was due to 
pulmonary embolism and occurred on the four- 
teenth day. To re-inforce the interrupted ligatures 
in the end of the stump, the author places a mass 
ligature in the groove formed by the tourniquet. 
Rapid re-expansion of the remaining lobe is insured 
by the application of constant low-pressure suction 
to three drainage tubes. 

RIcHARD H. OvERHOLT, M.D. 


Arce, J.: Total Pneumonectomy for Congenital 
Bronchiectasis. J. Thoracic Surg., 1937, 6: 344. 


In the case of a boy twelve years of age a right 
pneumonectomy was performed for polycystic 
disease of the lung. A Wertheim bent clamp was 
applied to the pedicle and a silk ligature used. 
Bleeding from the chest wall required packing of 
the cavity with large gauze compresses. Convales- 
cence was uneventful although the wound was not 
completely healed after ninety days. 

RIcHARD H. OveRHOLT, M.D. 


Longacre, J. J., Carter, B. N., and Quill, L. McG.: 
An Experimental Study of Some of the Physio- 
logical Changes Following ‘Total Pneumonec- 
tomy. J. Thoracic Surg., 1937, 6: 237. 

Since it is only under conditions of increased tis- 
sue demand that the efficiency of the cardiorespira- 
tory unit can be tested, the authors decided to 
attempt to evaluate in accurate physiological terms 
the degree of cardiorespiratory impairment following 
total pneumonectomy and to assay the degree to 
which animals could in time achieve functional 
adaptation to the anatomical removal of approxi- 
mately 50 per cent of their pulmonary tissue. 

Previously trained dogs were used. Studies were 
made of the changes in the pulse, respiration, and 
temperature, the gas in both arterial and venous 
blood, and the oxygen debt during treadmill runs 
for varying lengths of time. Tracings were made of 
the respiratory dynamics and the subtidal lung 
volume, and the animals subjected to an anoxemia 
test under absolute strain, Pneumonectomy was 
then done, and two months later the tests were 
repeated. 

Following pneumonectomy the animals showed 
increasing respiratory embarrassment as the amount 
of strain was increased. The cardiorespiratory reserve 
was still sufficient under resting conditions and for 
moderate exercise, but as the amount of strain was 
increased the impairment of the cardiorespiratory 
reserve became more apparent. 
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Before pneumonectomy the anoxemia test showed 
a clear-cut end-point between 5 and 6 per cent of 
oxygen, whereas following pneumonectomy the 
value was 11.3 per cent. After four months there was 
a slight re-adjustment, the oxygen tension required 
being therefore slightly less. The nature of the com- 
pensatory mechanism is still unknown. Whether 
this mechanism is based on a hypertrophy or a true 
pulmonary hyperplasia remains to be determined. 
RicHARD H. OvERHOLT, M.D. 


MISCELLANEOUS 


Brown, A. L.: Traumatic Rupture of the Thoracic 
Duct with Bilateral Chylothorax and Chylous 
Ascites: New Operation; Report of a Case. 
Arch. Surg., 1937, 34: 120. 

The ‘se on which the following study is based 
appears to be the first instance of traumatic bilat- 
eral chylothorax with associated chylous ascites 
reported in the literature. However, up to June 
1935, 40 cases of chylothorax of traumatic origin 
have been reported (Lillie and Fox). 

The woman in the author’s case was injured in an 
automobile collision on May 14, 1933. She sus- 
tained a fractured humerus which was treated sur- 
gically. Two months later she developed fever and 
malaise. The following week fluid was found in the 
abdomen. A laparotomy was performed and a 
large amount of chyle-like liquid was evacuated. 
Seventeen days after the operation she became 
dyspneic and fluid was found in the thorax bilater- 
ally. Aspiration of the thorax was performed and 
chyle was obtained. Repeated thoracentesis and 
paracentesis were necessary until a second operation 
was performed. A review of a roentgenogram taken 
ten weeks after the accident showed a rounded 
shadow of increased density at the right cardio- 
diaphragmatic angle. This was now interpreted as 
a chylous cyst, since pneumoperitoneum demon- 
strated no sign of diaphragmatic hernia at this site. 

It was decided to provide external drainage with 
the hope that the rupture of the thoracic duct might 
be given an opportunity to heal. Under local an- 
esthesia a vertical right lumbar incision was made 
down through the paravertebral muscles exposing 
the crus of the diaphragm. By following along the 
body of the first lumbar vertebra, a soft mass which 
communicated with the right pleural cavity was 
encountered. A fenestrated rubber drain was in- 
serted into the posterior mediastinum up to the 
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pleural opening. The layers of the wound were 
approximated about the drain. The following day 
while straining at stool she suddenly died. 

Autopsy revealed the immediate cause of death 
to have been adrenal apoplexy. The thoracic duct 
when dissected out showed an interruption in con- 
tinuity 2.5 cm. above the diaphragm; the distal 
lumen was occluded, the proximal lumen was just 
patent. The intestine showed dilatation of the 
lacteals. There was massive hemorrhage in both 
the cortical and medullary zones of the adrenals, 
The post-mortem diagnosis was: rupture of the 
thoracic duct with chylothorax, chyloperitoneum, 
emaciation, inanition, fatty infiltration of the liver, 
fibrinopurulent pleuritis, and fatal bilateral adrenal 
apoplexy. 

A study of the literature reveals that in other cases 
of chylothorax of traumatic origin a cystic mass has 
been observed in the region of the ruptured thoracic 
duct. Further similarity to the author’s case was 
seen in that the sudden force had caused a sudden 
hyperextension of the spine. Anatomical studies 
show that the medial crus of the diaphragm may 
be drawn so tightly against the vertebra as to cause 
rupture of the taut duct between them. 

After rupture of the duct there was a localized 
extravasation of chyle, which persisted for some 
days or weeks before the tissues of the mediasti- 
num and pleura became sufficiently macerated and 
the fluid finally penetrated into the pleural cavity. 

Early in the process the cystic extravasation of 
chyle could be detected in a roentgenogram. 

Early discovery and drainage of this cystic mass 
may obviate the later complications of chylothorax 
and chylous ascites, and allow the rupture of the 
duct to heal spontaneously. 

Autopsy in the author’s case showed that chyle 
may be extravasated either because of a direct rup- 
ture of a chyle duct (causing the escape of chyle 
into the thoracic cavities) or because of back pres- 
sure. In this case the duct was obstructed below the 
level of the diaphragm, and the abdomen was filled 
with chyle, so that the patient exhibited both 
methods of extravasation of chyle. 

An operative procedure and approach for drainage 
of the usual site of traumatic rupture of the thoracic 
duct are presented and illustrated. 

This unusual case of combined bilateral chylo- 
thorax and chylous ascites is described in detail 
and adequately illustrated. 

Joun E. Krrxpatrick, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Crohn, N. N.: The Injection Treatment of Hernia. 
J. Am. M. Ass., 1937, 108: 540. 


In the surgical literature there are reports of 
thousands of cases in which hernia was supposedly 
cured by injection treatment. It is to be feared, 
however, that the follow-up of many of these cases 
has not been sufficiently long for final judgment. 
In the author’s series of cases the follow-up has not 
been completely successful and the percentage of 
treated patients returning to the clinic after com- 
pletion of the series of injections has been disap- 
pointingly small and inadequate for statistical 
analysis. 

Experimental work has demonstrated that the 
injection of irritating fluids produces scar tissue. 
Alcohol and tannic acid cause acute local inflam- 
matory changes followed by the formation of fibrous 
connective tissue or scar tissue. Phenol in irritating 
solutions produces areas of necrosis. The formation 
of scar tissue should not be the desired end for it 
apparently does not cure the hernia. Recent re- 
search has shown that scar tissue is considerably 
weaker than normal tissue, and under stress and 
strain is a vulnerable point. It is the author’s belief 
that the ultimate metaplasia of the fibrous tissue 
into collagenous connective tissue is the curative 
agent in hernia. Hernia with large anatomical 
defects such as those in direct hernias and in dias- 
tasis recti cannot be cured by sclerosing agents be- 
cause of the size of the defect which is filled in by a 
weak layer of connective tissue. 

The author points out that the operative treat- 
ment of indirect hernia consists primarily of removal 
of the sac with high ligation of its neck. In the 
reducible hernia, though the contents are replaced 
in the abdomen, the sac itself is never reduced. In 
most cases the condition is due to the temporary 
defect caused by the ingress into the sac of intes- 
tines pushing the walls of the inguinal canal apart. 
With the sac empty and the walls close to each 
other obliteration is accomplished by the injection 
of a sclerosing solution. The solution may be in- 
jected into the sac or, preferably, about its walls. 
[his produces a local plastic peritonitis. The truss 
prevents entrance of abdominal contents into the 
sac and maintains compression of the sac wall. 
Aspiration of blood will warn against injection into 
a blood vessel. Injection into the vas deferens is 
always accompanied by severe pain. The resulting 
scar tissue does not cause obliteration of the lumen 
of the vas. 

Cases considered unsuitable for injection are: 
(t) hernias in patients with atrophic and atonic tis- 
sues, (2) hernias with undescended testicles, (3) 
irreducible hernias, (4) sliding hernias, (5) local in- 
guinal adenopathy of various types, (6) hernias 
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associated with constitutional disease, and (7) 
hernias in patients with psychiatric maladjustment. 

The author uses a solution consisting of 40 parts 
of phenol, 35 parts of 95 per cent alcohol, and 25 
parts of oil of thuja. About % c.cm. of this solution 
is injected at a sitting. Crohn selects his cases and 
treats by injection only indirect hernias which are 
easily reduced and remain reduced by a truss, and 
small direct and recurrent hernias. 

BENJAMIN G. P. SHAFIROFF, M.D. 


Glenn, F., and McBride, A. F., Jr.: The Surgical 
Treatment of 500 Hernias. Ann. Surg., 1936, 
104: 1024. 

The authors state that hernias are the second 
most frequent lesion encountered on a general sur- 
gical service. In all of the cases reviewed the tech- 
nique included the use of silk as suture material. 
While the results of repair depend upon a number of 
factors, the factor of most importance is the duration 
of the hernia. Therefore surgery should be per- 
formed as soon as possible after diagnosis is made. 

The pre-operative treatment is not distinctive 
except in the cases of obese patients, in which a 
liquid diet, a tight abdominal binder, and free 
catharsis for decompression of the intestinal tract 
are ordered. 

Local anesthesia is preferred by the authors be- 
cause postoperative pulmonary complications are 
less frequent and nausea and retching are less severe 
when anesthesia of this type is employed. The 
theory that the injection of a local anesthetic favors 
infection is not borne out by the authors’ experience. 

After the repair of a hernia the authors’ patients 
are kept in bed for fourteen days. When, in cases of 
indirect inguinal hernia, the structures are strong 
and the defect is small, a Halsted repair without 
transplantation of the cord is done. In this pro- 
cedure the sac is dissected up to its neck, where it is 
ligated and transfixed with doubled silk. The cre- 
master muscle and fascia are drawn up under the 
conjoined tendon and internal oblique muscle. The 
internal oblique muscle and conjoined tendon are 
sutured to Poupart’s ligament. The external oblique 
is then imbricated by overlapping it on itself. If 
the structures are weak or the defect is large, a 
Halsted operation with transplantation of the cord 
to subcutaneous tissue is performed. 

The authors emphasize that care must be taken 
to avoid drawing the sutures too tightly and to pre- 
vent undue tension in the approximation of the 
tissues. 

Indirect inguinal hernias are due for the most 
part to a congenital weakness. Direct hernias occur 
because of an acquired attenuation of the structure 
comprising the conjoined tendon. Therefore in 
cases of direct hernia it is more often necessary to 
transplant the cord. 
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In the 26 reviewed cases of recurrent inguinal 
hernia the usual technique was that of Halsted with 
transplantation of the cord to the subcutaneous tis- 
sues. Gallie suggested the use of large fascial trans- 
plants to fill the defect when the structures cannot be 
approximated readily. 

Of the 33 femoral hernias in the reviewed cases, 19 
were on the right side and 30 were in women. 
Twenty-seven of the patients were over forty years 
of age. The incidence of incarceration and strangu- 
lation was higher in hernias“ of this type than in 
those of any other type. The operation was carried 
out through an inguinal incision and the sac exposed 
below Poupart’s ligament. The external oblique 
fascia and peritoneum were then divided, and the 
hernia and its contents reduced. Closure was made 
by the classical procedure with the use of silk to 
approximate the pectineus fascia and Poupart’s 
ligament. 

Umbilical hernias usually occur in obese in- 
dividuals. In most of the 34 reviewed cases they 
were repaired by the method advocated by Blake— 
longitudinal overlapping of the fascia of the recti 
muscles with use of the anterior and posterior 
sheaths when possible. 

Epigastric hernias occur above the level of the 
umbilicus. In all the 18 reviewed cases of hernia of 
this type the patients complained of abdominal pain 
and discomfort. 

Of the 48 postoperative ventral hernias reviewed, 
12 followed cholecystectomy, 16 occurred in drained 
appendectomy wounds, and 20 occurred in low mid- 
line incisions for pelvic operations. 

There were no recurrences of either femoral or 
postoperative ventral hernias. 

Acute: hernias are those requiring immediate 
operation. In cases of hernia of this type it is the 
authors’ policy first to relieve the intestinal obstruc- 
tion. In femoral and inguinal hernias in which the 
bowel is gangrenous and resection is indicated, an- 
other abdominal incision is made and the bowel 
approached through it. Early operation for hernia 
may in time entirely eliminate mortality in such 
cases. 

The postoperative complications in the reviewed 
cases were pulmonary complications in 3, phlebitis 
of the lower extremities in 7, superficial infection 
of the wound in 9, and hematoma of the cord in 6. 

The authors state that from 65 to 75 per cent of 
recurrences are evident within the first six months 
after operation. 

The types of hernia and the results in the reviewed 
cases are summarized in the following table: 


Patients Recurrences 


Type of hernia Cases re-examined No. Per cent 
Indirect inguinal. 303 253 6 2.37 
Direct inguinal... . 38 32 2 6.21 
Recurrent inguinal. 26 20 6 30.0 
Femoral.......... 33 26 3 6 
Umbilical... .. 34 28 ° ° 
Epigastric....... 18 14 2 14.2 
Postoperative ; 48 4! ° ° 


FRANK E. STINCHFIELD, M.D. 
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Masek, J.: Biliary Peritonitis with Spontaneous 
Rupture of the Bile Ducts Under Glisson’s 
Capsule (Peritonitis biliaris mit spontanem Durch- 
bruch der Gallenwege unter der Leberkapsel). Cas 
lék. Eesk., 1936, p. 790. 


The author first presents a general discussion of 
biliary peritonitis, its possible causes, especially in 
the absence of perforation, and reviews the extensive 
literature on the condition. He then describes in 
detail the large subserous bile ducts first described 
by Toldt, the dilatation of which, with simultaneous 
atrophy of the surrounding hepatic tissue, may re- 
sult in rupture of these ducts with discharge of bile 
into the abdominal cavity, and reports in detail a 
case in which such rupture occurred. 

The case was that of a man sixty-six years of age 
who was suffering from jaundice due to a cancer of 
the papilla of Vater. Later he developed a feverish 
condition with painful swelling of the gall bladder 
and the left lobe of the liver. Death followed peri- 
toneal symptoms. A few days before death, sudden 
collapse of the previously enlarged and easily pal- 
pated gall bladder and left lobe of the liver occurred 
with severe pain resembling that of stone colic. 
Autopsy disclosed a true biliary peritonitis due to 
the rupture of an aberrant bile duct on the surface 
of the left lobe of the liver which had undergone 
marked atrophy. This duct was quite dilated and 
had opened into the abdominal cavity in conse- 
quence of minute necroses. 

Histological studies disclosed fresh biliary atrophy 
of the liver of the cholestatic-cholangeitic type with 
minute necroses involving both the parenchyma and 
the bile ducts. It is possible that these inflammatory 
and degenerative processes may have been due to 
the spontaneous rupture of one of the bile ducts in 
the liver which occurred subsequently. In order to 
explain them the author calls attention to Toldt’s 
description of aberrant bile ducts located in the left 
lobe of the liver in the region of the inferior vena 
cava and in the porta of the liver. As the result of 
disappearance of the hepatic tissue, these ducts lose 
their physiological support and their specific func- 
tion and are drawn nearer Glisson’s capsule, and as 
the consequence of considerable biliary stasis they 
swell and rise under the serosa. They then may rup- 
ture and evacuate bile into the abdominal cavity. 

(Ham). CLARENCE C. REED, M.D. 


Butkiewicz, T.: Biliary Peritonitis without Perfora- 
tion of the Bile Passages (Die gallige Bauch- 
fellentzuendung ohne Perforation der Gallenwege). 
Arch. f. klin. Chir., 1936, 185: 55. 

On the basis of 9 personally observed cases and a 
complete review of the literature, the clinical picture 
of biliary peritonitis without perforation of the bile 
passages is described; and an attempt at explanation 
of the pathogenesis of this condition is made on 
the basis of animal experimentation. According to 
Mondor (Diagnostics urgents abdomin. 1930: Paris, 
Masson & Cie.) an occurrence of this nature was 
first described by Dupré. The first detailed descrip- 
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tion of such an incident was given by Clairmont and 
Haberer. The author has collected from the litera- 
ture 116 cases of diffuse peritoneal inflammation of 
this character with free exudate in the abdominal 
cavity, and 9 cases of circumscribed peritonitis of 
identical cause. Biliary peritonitis without perfora- 
tion of the bile passages was observed at every age, 
but it was most frequent in from the fifth to seventh 
decades. Women predominated among the patients 
in the proportion of 75:45. Gall stones were present 
in 60 per cent of the cases. The ductus choledochus 
and the papilla were totally occluded in only ro 
cases. In 3 patients the dilatation of the ductus 
choledochus was produced by a new growth in the 
head of the pancreas or the papilla. In 89 cases the 
patient stated that he had suffered pains in the 
abdomen previously for a period of months or years, 
but there was a history of typical gall-stone colic in 
only 13. 

The clinical descriptions in the literature show 
indisputably that the bile may pass through the 
wall of the gall bladder into the abdominal cavity in 
the absence of a perforation, and bile has been found 
in the gall-bladder wall itself in some cases. Un- 
usual pressure is not necessary in these cases. Exper- 
iments on animals and cadavers lead to the same 
conclusions. In 1917 Blad was able to produce in- 
jury of the wall of the gall bladder with a resulting 
leakage of bile by introducing pancreatic secretion 
(trypsin) into the gall bladder. In order that the 
pancreatic secretions may enter the bile passages 
directly, it is necessary that the papilla of Vater be 
occluded and that a communication between the 
excretory ducts exist above the papilla. This is 
possible only when the orifices of the two ducts are 
both in the ampulla of Vater. According to 
Chodkowski there was a common orifice of the 
ductus choledochus and the duct of Wirsung in the 
region of the ampulla of Vater in 80.43 per cent of 
322 bodies in which autopsy was performed. In 8 
of the 35 cadavers which Schmieden and Sebening 
studied, they succeeded in causing iodipin to pass 
from the bile passages into the pancreatic duct, and 
vice versa, by pressing the papilla shut. If such a 
passage should occur clinically, by mechanical ob- 
struction from a stone or a tumor and without the 
occlusion of the papilla of Vater, the occurrence 
must be attributed to spasm of the sphincter of 
Oddi. In accordance with Westphal, in this event it 
is customary to assume that the sympathicus is in 
a condition of irritation in which the terminal por- 
tion of the sphincter, the so-called pylorulus, is 
closed, while the ampulla itself is dilated. The best 
conditions for the passage of bile are brought about 
by hypotonic stasis of the gall bladder. On the other 
hand, irritation of the vagus nerve may result in a 
communication between the two excretory passages 
when the upper sphincter is narrow and the ampulla 
of Vater is wide. In the absence of gall stones, such 
a spasm of the sphincter may be produced by inflam- 
mation of the gall bladder or bile passages, or even 
reflexly from other organs. Clinical studies showed 
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that in a high percentage of cases trypsin was present 
in the gall bladder without producing any acute 
symptoms in the biliary system. In addition to the 
trypsin there was an increase of diastase in the bile, 
from a normal of from 10 to 20 units up to 200 or 
several thousand. This phenomenon, likewise, may 
be explained by the overflow of the diastase ferments 
from the pancreas. However, merely the presence of 
trypsin in the bile passages is not sufficient to induce 
necrosis of the gall bladder and biliary peritonitis; 
apparently the activating effect of bacteria, of 
cellular degeneration, and of leucocytes is also re- 
quired. Biliary peritonitis and acute pancreatic 
necrosis have the same pathogenetic basis, in one 
the pancreatic secretions invade the bile passages, 
in the other the bile enters the duct of Wirsung, and 
both of these occurrences may take place at the same 
time. 

The author investigated the development of non- 
perforative biliary peritonitis by animal experi- 
mentation. He introduced sterile pancreatic secre- 
tion and a solution of pancreon into the bile passages 
of 7 rabbits and 4 dogs, and pancreatic ferments 
together with a culture of bacterium coli in 19 rab- 
bits and 10 dogs. These experiments substantiated 
the fact that the wall of the gall bladder becomes 
permeable under the action of the pancreatic fer- 
ments, so that by means of filtration a biliary perito- 
nitis develops. However, the pancreatic ferments 
have this effect only if retained bile or infection is 
present simultaneously. In concluding the article 
the author reviews the pathological anatomy, 
symptomatology, diagnosis, and treatment of this 
disease. 

Frequently preceding the onset of the disease there 
are attacks of pain in the epigastrium or definite 
gall-stone attacks. The symptoms of biliary peri- 
tonitis usually set in suddenly with pains in the 
right hypochondrium, in the region of the liver and 
the stomach. They reach their acme in one or two 
days and then radiate further, sometimes through- 
out the entire abdomen. The pain is increased with 
pressure; sometimes sensitivity to pressure is great- 
est in the right lower quadrant and is mistaken 
for acute perforative appendicitis. The most fre- 
quent symptom is vomiting. The temperature is 
usually elevated to 38 or even 39 degrees, but when 
the condition is advanced it sinks again. As a rule 
the pulse is accelerated. The abdomen is generally 
distended and the abdominal walls are tense. Re- 
tention of feces and gas is frequent. The presence 
of free exudate in the abdominal cavity was deter- 
mined before operation in only a small number of 
the cases. However, in comparison with the more 
usual forms of peritonitis, the exudate develops 
rather rapidly; in fact, as soon as resorption is 
hindered by the irritation to the peritoneum. If 
jaundice was present at the beginning of the condi- 
tion it disappears with the development of the 
exudate. The symptoms develop rather more slow- 
ly than those of ordinary peritonitis so that as a 
rule operation is first performed on the second, third, 
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or fourth day. In cases with non-diffuse, encapsu- 
lated exudate the general symptoms are less pro- 
nounced while the local symptoms are more sharply 
limited. 

The differential diagnosis of biliary peritonitis 
without perforation of the bile passages is frequently 
missed. In the majority of cases a diagnosis of acute 
peritonitis resulting from appendicitis is made. In 
others a perforated gastric or duodenal ulcer is 
assumed. In some cases it is difficult to exclude 
acute pancreatic disease. It-is most difficult to 
differentiate the condition from gall-stone colic 
with localized peritonitis or peritonitis due to per- 
foration of the gall bladder or the bile passages. 
In making a diagnosis of his 9 cases, the author was 
correct in 3 instances, and hesitated between non- 
perforative biliary peritonitis and acute pancreatic 
disease in 3 others. 

In the presence of encapsulated exudate the ab- 
dominal cavity should be opened and drainage in- 
stituted. In cases of diffuse biliary peritonitis a 
perforation should be looked for as soon as the 
abdominal cavity has been opened. In severe cases, 
if a perforation cannot be found, cholecystostomy 
with drainage of the area about the gall bladder 
should be done. When the general condition is 
good the gall bladder should be removed. This must 
be done when gall stones or adhesions are present, or 
when the wall of the gall bladder is definitely injured. 
If the papilla is occluded, a choledochotomy must 
suffice at first, and only after the general condition 
of the patient has improved is it permissible to re- 
establish the lumen of the papilla. On account of 
the frequent presence of bacteria in the exudate, 
drainage of the abdominal cavity is indicated follow- 
ing every operation. 

Of the 113 cases collected by the author in which 
the method of operation was given, the mortality 
was 32 per cent. This figure is not much lower than 
that for cases of biliary peritonitis associated with 
perforation. 

Thé detailed results obtained from operation are 
as follows: 


Mortality 
Total No. Recoveries Deaths % 

Cholecystectomy. . 65 48 17 26.1 
Cholecystectomy plus 

choledochotomy.. . 8 4 4 50 
Cholecystostomy plus 

choledochotomy in 

feo 20 14 6 30 
Choledochotomy... . I I ° ° 
Drainage of the ab- 

dominal cavity 15 8 8 46.6 
Laparotomy. . 2 I I ° 
Choledocho-duodenos- 

eS ee I ° I ° 
Choledocho-gastro- 

enterostomy a I ° I ° 

(suicide) 


So far not a single case of recurrence of non-per- 
forative biliary peritonitis has been reported. 
ARTHUR HINTZE). JoHN W. BRENNAN, M.D. 
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GASTRO-INTESTINAL TRACT 


Niederle: Gastric Volvulus (Magenvolvulus). Cas. 
lék. Eesk., 1936, p. 1113. 

For convenience, volvulus of the stomach is di- 
vided by von Haberer into 2 forms: (1) the mesen- 
terio-axial form, in which the organ turns about the 
axis of the lesser omentum because of unusual mo- 
bility of the pylorus and duodenum, and (2) the 
form in which it turns about its own axis, the 
greater curvature rotating toward the anterior 
abdominal wall to the level of, or above, the lesser 
curvature so that finally the lower pole of the stom- 
ach is formed by the lesser curvature and the upper 
pole by the greater curvature, the anterior and pos- 
terior walls becoming reversed. In the latter type 
the point of rotation is the upper (cranial) third of 
the stomach. The cause is often a penetrating ulcer 
in that region which fixes that portion of the stom- 
ach. 

The author reports a case of rotation in a man 
forty-eight years old who had an ulcer of the lesser 
curvature in the middle of the stomach. The rota- 
tion occurred about the crater of the ulcer, in the 
long axis of the stomach. Detorsion occurred spon- 
taneously. The patient refused operation. 

The causes of gastric volvulus include ulcers, 
adhesions, excessive mobility, a tendency of certain 
portions or the entire stomach to rotate (elongate), 
relaxation and elongation of the so-called suspensory 
bands, gastroptosis and enteroptosis, aerocoly 
(marked meteorism of the colon, especially the trans- 
verse colon), abnormal peristalsis, anatomical and 
topical changes in the neighboring organs, and con- 
genital malformations, which latter the author con- 
siders particularly important. Clinically, acute and 
chronic forms are to be distinguished. The former 
run the course of a high (gastric) ileus which, ac- 
cording to Borchardt, is characterized by: (1) acute 
local gastric meteorism, (2) the impossibility of 
introducing a stomach tube, and (3) violent retching 
without vomiting. In addition, there are the gen- 
eral signs of ileus. Payr adds: (1) sinistrocardia and 
elevation of the diaphragm (in diaphragmatic hernia 
there is dextrocardia), (2) difficulty in or inability 
to swallow, and (3) the so-called thoracic pain 
(Foure). 

A differential diagnosis must be made from 
high ileus of the small bowel, perforation, pan- 
creatitis, and gastric distention from arteriomesen- 
teric vascular occlusion (which, however, is char- 
acterized also by intermittent biliary vomiting). 

The chronic form usually develops slowly in the 
course of years, with uncharacteristic symptoms as 
in the case reported. Roentgen examination, which 
often gives quite typical pictures, usually permits a 
positive diagnosis. 

In many cases the stomach returns to its normal 
position spontaneously, as in the case reported. 
Often it may be aided by the administration of a 
barium mixture. In other cases, operative detorsion 
is required. The further course of the condition and 
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treatment are determined by secondary changes, 
adhesions and ulcer. 
(IRSIGLER). Leo M. ZimmeRmMAN, M.D. 


Ivy, A. C., Terry, L., Fauley, G. B., and Bradley, 
Ww. B.: The Effect of the Administration of 
Aluminum Preparations on the Secretory Ac- 
tivity and Gastric Acidity of the Normal Stom- 
ach. Am. J. Digest. Dis. & Nutrition, 1937, 3: 870. 


The study recorded in this article was undertaken 
because aluminum preparations have been and are 
being used clinically to some extent in the treatment 
of peptic ulcer, and because the authors were unable 
to find any reports on the effect of the prolonged ad- 
ministration of relatively large quantities of such 
preparations on the secretory activity of the normal 
stomach. 

When aluminum hydroxide cream and colloid 
aluminum hydroxide powder were administered to 
normal dogs for a period of four months in doses 
larger than those recommended for the treatment 
of peptic ulcer in man, there was no decrease in the 
gastric secretory response to a meal. The authors 
therefore conclude that the decrease in acidity re- 
ported to occur in patients with ulcer under treat- 
ment with aluminum must be due to factors other 
than an effect of the aluminum on the gastric secre- 
tory mechanism. Since the acidity of the gastric 
contents was slightly higher when non-medicated 
meals were given, it appears that under the pro- 
longed administration of aluminum the gastric secre- 
tory mechanism tends to compensate for the buffer- 
ing action, or to respond to other possible effects, 
of the aluminum. The absence of this effect in 
human beings is believed to be due to the fact that 
the doses employed clinically are smaller. 

When aluminum preparations were administered 
with a meal in a relatively large dose once or twice 
weekly, no definite change in the gastric secretory 
response to the meal was noted. Temporary ‘‘buf- 
fering’ of acidity was, of course, obtained. 

As judged from their appearance, the health of 
the dogs was not impaired by the relatively large 
doses of aluminum. The aluminum content of the 
liver of 7 or 8 dogs receiving the aluminum for a 
period of from three to eight months was within the 
normal range of variation. A review of the literature 
on toxicity of aluminum compounds is presented. 

The effect of the administration of aluminum 
preparations both at hourly intervals and 6 times a 
day on the free acidity of the gastric contents of 
normal human subjects eating 3 meals a day are re- 
ported. The aluminum preparations buffered free 
acid and were more effective in this regard the more 
frequently they were administered. 

WALTER H. NaApLer, M.D. 


Martin, J. D., Jr., and Elkin, D. C.: Congenital 
Atresia of the Intestine. Ann. Surg., 1937, 105: 
192. 

Congenital anomalies of the gastro-intestinal 
tract are of interest to both the embryologist and 
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the surgeon. Successful treatment depends upon 
early operation. The lesions may be classified into 
those manifesting themselves immediately after 
birth and those causing symptoms only in later life. 
The results obtained in cases of stenoses and atresias 
are uniformly poor. The first operative attempt was 
made by Bland-Sutton. The first successful opera- 
tion was an anastomosis between the separated seg- 
ments. Atresias and stenoses are found in the gas- 
tro-intestinal tract in 1 of every 4,000 children. 

The author reports the 2 following cases: 

Case 1. A newly born female child vomiting every- 
thing as soon as it was ingested. A series of gastro- 
intestinal roentgenograms made eighteen hours after 
birth showed barium passing through the stomach 
and duodenum and into the small intestine. A large 
dilated loop of intestine occupied the left upper 
quadrant of the abdomen. A barium enema revealed 
small streaks along the colon. At operation forty- 
eight hours after birth a large dilated loop of small 
intestine was found extending from the duodeno- 
jejunal junction halfway to the cecum. At its distal 
tip it narrowed to about 1 cm. and 6 cm. farther on 
it ended in a blind pouch. There was a definite 
hiatus both in the gut and the mesentery. A tube 
was inserted into the proximal loop of intestine with 
no attempt at anastomosing the separate ends. 
Glucose and saline solution were administered both 
before and after the operation. Only a small amount 
of gas and no fluid drained from the enterostomy 
tube. The baby died fifteen hours after the opera- 
tion. 

Case 2. The patient was a female child three days 
old which had vomited everything since birth and 
was markedly dehydrated. Three stools were soft, 
mucoid, and greenish. The skin was dry and hot, 
and the abdomen tense and distended. Peristalsis 
was visible and active. A series of gastro-intestinal 
roentgenograms showed the stomach and upper in- 
testine distended with gas. The bowel terminated 
in a blunt end in the lower abdomen. Operation 
was performed immediately after the subcutaneous 
administration of glucose and saline solution. The 
distended bowel in the lower right quadrant ended 
abruptly within a few inches of the cecum, and there 
was no communication between the two ends of the 
bowel. The large bowel was collapsed. An enteros- 
tomy was performed, but no attempt at anastomosis 
was made. A blood transfusion was immediately 
given. Convalescence was complicated by intussus- 
ception into the enterostomy. The intussusception 
was reduced 7 times. After the third week the 
dilated loop was allowed to remain on the abdominal 
wall. The enterostomy tube came out the twelfth 
day, leaving a fistula in the loop of intestine. Sev- 
eral days after the operation roentgen examination 
following a barium enema showed the barium flow- 
ing from the rectum to the cecum. One month later 
the entire exteriorized intestine was freed, a segment 
several inches long resected, and the intestine then 
anastomosed laterally. The medical treatment of 
this case had a very important effect on the outcome. 
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During a period of seven weeks the infant received 
38 subcutaneous injections of Hartman’s solution, 
4 blood transfusions, and glucose on several occa- 


sions. At the time this report was published, 
eighteen months after the last operation, the child 
was on a full diet and was gaining weight in a nor- 
mal manner. 

In conclusion the authors state that early opera- 
tion should be performed in all cases of complete 
stenosis and atresia. When a newborn infant 
vomits persistently, a congenital gastro-intestinal 
lesion should be suspected. Joun W. Nuzum, M.D. 


Atakam, A. M.: Polyposis of the Small Intestine 
(Polypose de l’intestin gréle). Presse méd., Par., 
1930, 44: 2065. 

Polyposis of the small intestine is rare. It may be 
localized or generalized. The tumors vary in size 
from that of a pinhead to that of an apple, and are 
sessile or pedunculated. They have been attributed 
to numerous factors, but most commonly to chronic 
inflammation of one variety or another. When the 
patient is young and has had no previous intestinal 
disorder an embryological origin seems most prob- 
able. 

The author reports the case of a girl three years 
old who had a history of recurrent attacks of ab- 
dominal distention and vomiting. At times the vomi- 
tus was of a fecal character. During the attack that 
brought the patient to Atakam, a mass was. dis- 
covered in the left side of the abdomen. This dis- 
appeared during the subsequent twenty-four hours. 
Operation was refused, and the patient was returned 
to her home. Fifteen days later the author was 
again consulted as the symptoms had continued with 
increasing severity. 

Thorough clinical and laboratory studies revealed 
only the rersistent presence of blood in the stools. 
The findings of roentgenoscopic examination follow- 
ing the injection of a barium enema were normal. 
On the basis of a diagnosis of chronic intussusception, 
the abdomen was explored. In the left side, in the 
angle between the vertebral column and the trans- 
verse mesocolon, a mass of small intestine was found. 
This proved to be an intussusception and was easily 
reduced. In the lumen of this segment of the bowel 
some soft masses could be palpated. Enterotomy 
revealed numerous pedunculated polyps distributed 
along the first 16 cm. of the jejunum. Resection of 
this segment of the jejunum was followed by a 
laterolateral transmesocolic duodenojejunostomy. 
The postoperative course was uneventful, and the 
patient has since remained well. The pathological 
diagnosis was multiple adenopapillomas of con- 
genital origin. ALBERT F. De Groat, M.D. 


DeBakey, M. E.: Peptic Ulceration: The Relative 
Protective Value of the Alkaline Duodenal 
Juices. Arch. Surg., 1937, 34: 230. 


In reviewing the literature on experimental peptic 
ulceration the author found that different investi- 
gators sometime obtain diametrically opposite 
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results from the same procedure. He concluded 
that this fact is due to comparisons made under dif- 
ferent circumstances. In the study he reports his 
objective was to equalize the extraneous factors so 
that a much better basis for comparison would be 
available for conclusions. 

He attempted to evaluate the relative protective 
value of the constituents of the alkaline duodenal 
juices—the succus entericus, the bile, and the pan- 
creatic juice—against ulcer formation. In all of the 
experiments a similar basic procedure was carried 
out. To this, in each group, there was added one 
change which was held accountable for the differ- 
ence in the results obtained since all other factors 
were the same as in the other groups. From such 
rigidly controlled experiments there can be little 
objection to comparison and more convincing con- 
clusions may be drawn. 

In the first group of animals the pylorus was 
transected and an isoperistaltic anterior gastro- 
jejunostomy was performed with use of the jejunum 
just distal to the ligament of Treitz. Fifty per cent 
of the animals developed jejunal ulcers in the efter- 
ent loop. In the second group of animals the same 
operation was done plus transplantation of the main 
pancreatic duct into the terminal ileum and sever- 
ance and ligation of the accessory pancreatic duct. 
In this group of animals the incidence of ulcer was 
70 per cent. In the third group of animals the basic 
operation was again performed, but the pancreatic 
ducts were undisturbed and the common bile duct 
was transplanted into the terminal ileum. Ninety 
per cent of the animals developed ulceration. In the 
fourth group of animals, which were subjected to 
the same operative procedure as the first group, 
both the common bile duct and the main pancreatic 
duct were transplanted into the terminal ileum, and 
the accessory pancreatic duct was severed and 
ligated. All of these animals developed typical 
subacute and chronic ulcers. 

The author therefore concludes that of all the con- 
stituents of the alkaline duodenal juices, bile is most 
effective in preventing the formation of jejunal ulcer; 
the duodenal secretion, the succus entericus, is the 
least important; and the pancreatic juice is inter- 
mediate between these two. 

SAMUEL J. FoGEtson, M.D. 


Freilich, E. B., and Coe, G. C.: Jejunal Intussus- 
ception. Ann. Surg., 1937, 105: 183. 


Intussusception may be classified into the ileo- 
cecal, ileocolic, and enteric types. However, the 
ileocolic type begins as an enteric type which in- 
volves the terminal ileum primarily and then passes 
through the fixed ileocecal valve, dragging the cecum 
along with it. The enteric type may be subdivided 
into the ileal, jejuno-ileal, and jejunal types.] 4 { 

The records of the Cook County Hospital, Chi- 
cago, were reviewed for the five-year period from 
1931 to 1935 inclusive. Only 32 cases of intussuscep- 
tion were recorded. Among these were 4 of the 
enteric type, in none of which did the condition 
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occur in the jejunum. On the basis of 3,284 cases 
collected from the literature it was calculated that 
the ratio of the jejunal type to enteric types of in- 
tussusception was 1:117. In other words, the inci- 
dence of the enteric type was 14 per cent whereas 
that of the jejunal type was only o.9 per cent. 

The authors report a case of jejunal intussuscep- 
tion in a boy nine years of age. The patient com- 
plained of intermittent, colicky abdominal pains of 
two days’ duration associated with vomiting. The 
symptoms began acutely. Examination disclosed 
some distention and tenderness in the lower part of 
the abdomen. No mass was palpable, but on rectal 
examination there was blood on the examining finger. 
The temperature was 100 degrees F. and the pulse 
100. The urine was negative. The white blood-cell 
count was 19,050. The provisional diagnosis was 
intussusception. At operation under anesthesia, a 
tumor could be palpated in the lower part of the 
abdomen. Through a right rectus incision, the mass 
was found to consist of 1% ft. of gangrenous small 
intestine which was intussuscepted tightly with its 
mesentery. As the intussusception could not be 
reduced, the entire mass was resected and an end- 
to-end anastomosis was performed. The patient 
made an uneventful recovery and was discharged 
at the end of two weeks. 

Gross examination revealed a double intussus- 
ception of the jejunum into itself and into the first 
part of the ileum with extensive gangrene of the 
jejunal part. The cause could not be found. 

Jejunal intussusception usually occurs in adults 
and is frequently associated with a definite patho- 
logical lesion. The symptoms are of a chronic na- 
ture, but tend to become acute as constriction of 
the mesentery gives rise to the clinical picture of 
obstruction. On rectal examination a palpable 
abdominal mass and blood may or may not be 
found. Jejunal intussusception is rare as compared 
with ileocecal and sigmoidal intussusception. There 
are certain clinical features which may make possi- 
ble an early diagnosis of this condition so that early 
operation may be undertaken before gangrene of 
the intestine develops. Joun W. Nuzum, M.D. 


Knapper, C.: Terminal Ileitis (Ileitis terminalis) 
Nederl. Tijdschr. v. Geneesk., 1936, p. 4782. 


The author reviews the literature on terminal 
ileitis and reports 2 cases which he treated surgi- 
cally. He states that although the condition has 
been recognized for a long time, it was first named 
in 1932 by Crohn. It is a non-specific inflammation 
which nearly always occurs in the last loop of the 
ileum. The cecum is seldom involved. The condi- 
tion consists of an ulcerous inflammation of the 
intestinal mucous membrane and a thickening and 
cicatricial shrinkage of the intestinal] wall. It has a 
pronounced tendency to form internal and external 
fistulas. Anatomical evidence of specific changes, 
especially tuberculous changes, and serological evi- 
dence of lues are absent. The disease is a chronic 
condition with exacerbations. In the acute stage a 
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diagnosis of appendicitis is usually made and the 
appendix is removed. Sometimes the condition is 
not correctly interpreted. An abscess then develops 
and leaves a fistula, or the disturbances of incom- 
plete intestinal occlusion continue. Blood and 
mucus are found in the stools. Sometimes diarrhea 
and emaciation occur. 

Immediate radical resection as far as the trans- 
verse colon is advisable if there are no insurmount- 
able difficulties. When the general condition is poor 
or abscesses are present only ileotransversostomy 
should be done at first and resection should be de- 
layed. In the chronic stage resection is indicated. 
Even in the acute early cases the attempt should be 
made to palpate a sausage-like tumor. 

After the acute stage, roentgen examination fol- 
lowing the administration of an opaque medium by 
mouth or by enema shows the cecum to have a 
tubular shape and discloses irregular filling of the 
last loop of ileum and dilatation of the lower part of 
the small intestine. Occasionally it discloses 
“threads” or filiform plexuses which correspond to 
fistulas. . ‘ 
(VAN GELDEREN). CLARENCE C. REED, M.D. 


Odén, O.: Ulcerative Colitis (Colitis ulcerosa). 
Svensk. Lékartidn., 1936, pp. 257, 293. 

The various names given to inflammations of the 
colon, colitis gravis and ulcerosa, and suppurative 
colitis, always mention only one predominant char- 
acteristic of the disease. Gradually, a typical, inde- 
pendent clinical picture is formed which stands out 
from the ordinary mucosal or mucomembranous in- 
flammations of the colon and is characterized by a 
more marked inflammatory reaction of the mucous 
membrane and the occurrence of ulcers. The ulcera- 
tion varies from a few small ulcers to extensive, 
closely packed ulcers, more or less deep, which in- 
volve almost the entire mucous surface. Severe 
diarrhea with mucus and blood alternates with 
periods of obstinate constipation. 

This form of colon inflammation was first de- 
scribed as a rare condition by the Englishman, 
Wilms, in 1875. After the World War a series of 
from 500 to 600 cases was reported in America. Boas 
introduced the name “ulcerative colitis” in 1902. 
The English and French (Mathieu, Lockhardt- 
Mummery) proposed the term “colitis hemorrhagica’”’ 
for the more hemorrhagic forms. The names in the 
literature of the investigators of this condition are 
numerous, and the causes which have been attributed 
to the condition are equally numerous. Ulcerative 
colitis is believed to be the sequel to dysentery (Pels 
Leusden, Ehrmann), focal infection in the tonsil 
or peri-apical abscesses (American reporters), pro- 
longed constipation and resultant damage to the 
mucosa, functional disturbances, avitaminosis, ana- 
phylactic states, hemorrhagic diatheses, and many 
more conditions. In any event, all other causes 
(lues, tuberculosis, amebiasis, sinusitis) must be 
excluded before the term ulcerative colitis may be 
applied. 
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In general, the age of the patients ranges between 
twenty and forty years, and women are affected more 
often than men. Minute description of the patho- 
logico-anatomical changes is unnecessary because 
they are so well known. The course and symptoms 
vary from the most acute onset and rapid death, or 
gradual subsidence and recovery, to insidious onsets 
with gradual transformation to subacute or chronic 


states. The clinical findings vary accordingly. 
Blood-sedimentation determinations may reveal 
values as high as 100 mm. per hour. The blood 


picture shows a shift to the left in most cases. Stool 
examinations show no constant findings. The proc- 
toscopic picture is most characteristic, but carcinoma 
must be ruled out. Roentgen-ray examination is of 
decisive value except in the mild cases. On the basis 
of Weber’s roentgenological studies and results, 
which the author recognizes as being very valuable, 
it may be assumed that the roentgen diagnosis of 
colitis is well known. There are numerous compli- 
cations: secondary anemia, peritonitis, pyemic pul- 
monary metastases, and others. The prognosis is 
correspondingly variable, but usually very grave 
because of the tendency toward chronicity and 
recurrence. 

Numerous treatments are advocated. They fall 
into two groups: surgical and non-surgical. The 
latter includes dietetic and hygienic measures, drug 
therapy, bowel irrigations, vaccine or serum treat- 
ment, blood transfusion, and injection of metallic- 
salt (manganese). Surgical treatment was recom- 
mended as early as 1885 by the French writer, 
Folet, who advised cecostomy. When operative 
treatment was limited to palliative méasures, such as 
appendicostomy, colostomy, or ileosigmoidostomy, 
it was not entirely satisfactory. Therefore, surgical 
treatment became more radical (Lane, Nordmann, 
Rotter, Jordan, Kiefer, Dahl). The results were 
relatively good, with cures in 50 per cent and im- 
provement in 25 per cent of the cases (Leischner), 
but the mortality was about 15 per cent. 

In this paper 4 cases are reported in detail 
with temperature curves and roentgenograms. In 
these cases medical treatment and cecostomy were 
without effect and colostomy was considered. 

(GERLACH). LEO M. ZrmMeERMAN, M.D. 


Einaudi, M.: A Contribution on Cancer of the 
Colon (Contributo allo studio del cancro del colon). 
Clin. chir., 1936, 12: 751. 


The author’s study is based upon 43 cases of 
cancer of the colon which were operated on during 
the last five years in the Hospital Umberto I in 
Torino. The patients numbered 24 men and 19 
women, and the majority of them were above the 
age of forty years. Only 5 were younger. The right 
colon was affected about the same number of times 
as the left. Eighty per cent of the tumors belonged 
to the adenocarcinoma type. In the non-ulcerated 
parts of the growth, eosinophile cells were found in 
abundance although the leucocytic blood content 
was normal. In the cecum the cauliflower-like 
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papillomatous forms of cancer prevailed; in the 
sigmoid, the annular stenosing forms. 

The clinical course was characterized by a period 
of latency which sometimes extended until the 
stage of non-operability. The first symptoms were 
always caused by stenosis. In addition, diarrhea 
sometimes alternated with constipation, and some- 
times occult blood appeared in the feces, but seldom 
in quantities which could be seen macroscopically. 
Pain or gastric disturbances occurred rather late. 
A reaction of the plexus solaris was frequently noted 
in association with tumors of the transverse and 
right colon. It occurred in the form of pain in the 
left costal or subcostal region and a feeling of fullness 
and oppression—a picture very much like that of 
neuropathic individuals without any organic lesion. 
Tumors of the transverse or right colon influenced 
the chemistry of the stomach; free hydrochloric 
acid was lacking, and the total acidity was low in 
8 cases. Sometimes there were no complaints al- 
though the mass of the tumor could be felt on pal- 
pation. This finding always indicated a very 
advanced stage of the tumor. It is for this reason 
that the least objective and subjective symptoms, 
such as loss of weight, anemia, a subicteric com- 
plexion, slight temperature in the evening, should 
be seriously considered before the mass of the 
tumor becomes palpable. Abscesses may occur early 
or late. Acute obstruction was more frequent in 
the left colon. Local perforations were rare. 

For diagnosis, rectal exploration under light 
anesthesia was very useful, especially in tumors of 
the sigmoid. The proctosigmoidoscope was used to 
advantage, as well as insufflation of the colon. In 
radioscopy rectal clysma was used, or rectal clysma 
combined with the administration of the contrast 
material by mouth. However, the ingestion of the 
barium meal may cause acute obstruction and 
necessitate immediate operation. Fluoroscopy in 
the supine position occasionally reveals tumors that 
have been missed in the roentgenograms. The 
author prefers a colloidal solution of thorium bi- 
oxide to barium. Repetition of the examination is 
advisable. An exploratory laparotomy should 
never be delayed because x-ray examination is nega- 
tive. The operability of the tumor can be judged 
much better by surgical exploration. 

There is a difference in the treatment of tumors of 
the right and left colon. For the right colon, ileo- 
colic resection of the cecum or ascending colon 
followed by ileotransversostomy (anastomosis of 
the ileum and transverse colon) in one stage is rela- 
tively easy. In advanced cases the ileotransversos- 
tomy is done first and followed by resection of the 
diseased colon from eight to ten days later. The 
functional results are very satisfactory. However, 
the left colon presents more difficulties and dangers 
because of the virulence of the fecal contents and 
the less satisfactory function of a colon-to-colon 
anastomosis. Often in cases of this kind the forma- 
tion ofan artificial anus in the cecum followed by 
left hemicolectomy in one or more stages is advisable. 


















Palliative operations are the last choice; the aver- 
age time of survival after them was from six to 
eight months. The general mortality after radical 
operations was 32 per cent. Death was due to 
pulmonary complications or embolism, never to 
some mishap with the sutures. In difficult cases, 
the operation in 2 stages gave better results than 
the operation in 1 stage. The gocd results in the 
surviving patients after a radical operation show 
the possibility of a permanent cure, as cancer of 
the colon forms metastases only rarely and slowly. 
HELENE Lupowsk!, M.D. 


David, V. C.: The Treatment of Congenital Open- 
ings of the Rectum into the Vagina—Atresia 
Ani Vaginalis. Surgery, 1937, 1: 163. 

Congenital malformations of the rectum and anus 
differ widely, but in principle fall into rather definite 
groups. Trelat classified them into: (1) strictures; 
(2) imperforate rectum; (3) absence of the rectum; 
and (4) abnormal fistulous communications. Atresia 
ani vaginalis falls into Trelat’s anatomical group of 
abnormal fistulous communications, including cu- 
taneous openings into the perineum from the rec- 
tum, scrotum, sacrum, and umbilicus together with 
the visceral openings of the rectum into the bladder, 
uterus, and urethra. These abnormal communica- 
tions are predicated on an embryological failure of 
closure of the cloaca by the urogenital sinus which 
normally divides the cloaca into 2 parts, the anterior 
consisting of the bladder, urethra, and vagina, and 
the posterior of the rectum. This results in various 
abnormal openings of the rectum into the vagina, 
urethra, and more rarely the bladder. Pennington 
collected 473 cases of malformations of the rectum 
and anus from the literature. Of these, 167 were 
due to persistence of the original opening of the rec- 
tum into the cloaca. In 67, the rectum opened into 
the vagina or the vulva. 

David reports his observations on the study and 
care of 6 children with the rectal opening inside of 
the vulva just posterior to the hymen, which was 
perfectly formed in all cases. In 2 of the children 
the vaginal opening of the bowel was small and in- 
sufficient so that bowel obstruction developed. 
Four of the children had an ample opening of the 
bowel into the vagina so that normal bowel move- 
ments were possible without evidence of obstruc- 
tion. Operation on these patients was delayed until 
they were six years of age. During the interval, 4 of 
the children developed normal control of the action 
of the bowel in its abnormal position. In 2 of the 
patients there has been a definite separation of the 
rectal opening from the vagina. In 1 child the rectal 
opening is now perineal and both sufficient and con- 
tinent. Operation on these 4 patients is not indi- 
cated as in none of them is there any evidence of 
sphincter muscles at the usual anal site. This ob- 
servation has an important bearing on the replace- 
ment of a continent vaginal rectum in its normal 
site as under such conditions the opening would be 
largely incontinent. 
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When there is a small vaginal opening which cannot 
be dilated and maintained at the proper size a simple 
longitudinal division and transverse suture plastic 
of the rectal opening may be performed as a tem- 
porary procedure. When a vaginal opening is in- 
continent, radical operative replacement of the rectal 
opening at its normal site should be attempted. The 
results will be more satisfactory if the sphincter 
muscles are present at the site of transplantation. 
No single surgeon’s experience has been large in 
this field of operative work. Several surgeons have 
employed a racquet incision surrounding the bowel 
opening which is continued backward in the midline 
to the coccyx. After separation of the bowel from 
the vagina, the rectum was sewed to the skin in the 
new position and the vaginal defect closed. The 
newly implanted bowel tends to retract and gradu- 
ally to resume the old position. To offset this 
tendency Ombredanne advocated transverse inci- 
sions at the site of the opening of the bowel and its 
intended site of transplantation. Stone has reported 
3 cases in which a successful result was obtained in 
this way. David has fashioned skin flaps and su- 
tured the free ends to the mucosa of the bowel which 
is transplanted. When the anterior wall of the bowel 
retracts, it pulls the skin with it and thereby lines 
the anal orifice with skin. In 2 cases in which this 
method was used complete control of sphincter ac- 
tion was obtained. Joun W. Nuzum, M.D. 


Dukes, C.: Histological Grading of Rectal Cancer. 
Proc. Roy. Soc. Med., Lond., 1937, 30: 371. 


From his experience in grading more than 600 
cancers of the rectum according to the system of 
Broders, the author draws the following conclusions: 

1. Grading is a natural and practical method of 
classifying tumors. 

2. When tumors are graded by Broder’s method, 
the after-history will show that the survival rate 
differs distinctly according to the grade. 

3. The difference in the prognosis is due chiefly 
to the fact that the more anaplastic tumors are 
likely to have spread farther than the better differ- 
entiated tumors at the time they are treated 
surgically. Josep K. Narat, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Kalk, H.: The Significance of Laparoscopy in 
Diseases of the Liver and Bile Passages (Die 
Bedeutung der Bauchspiegelung (Laparoskopie) 
fuer die Leber- und Gallenwegserkrankungen). 
Karlsbad. aerztl. Vortr., 1936, 15: 498. 


The author discusses his method of laparoscopy 
(originated by Jacobaeus in 1913), gives the indica- 
tions for its use, and reports his diagnostic and 
operative (puncture of the gall bladder and cutting 
of the strands of adhesion) results during the past 
twelve years. He stresses the advancements that 
have been made which make it possible to determine 
whether surgical treatment is suitable in a number 









































560 


of diseases. 
had not been possible by other means. He assumes 
that the technique and instrumentarium are already 
well known. 

Contra-indications to laparoscopy are active in- 


Up to this time these determinations 


flammatory processes and powerful adhesions 
within the abdomen. By means of laparoscopy al- 
nost the same observations may be made as when 
the anterior wall of the abdominal cavity of a 
cadaver is removed; especially enlargements, reduc- 
tions, locations, and displacements of the individual 
organs, tumors, and their metastases may be seen. 
The author cites numerous examples of how a tensely 
filled gall bladder exerts pressure or perforates, and 
how it retracts, in cases in which functional dis- 
turbances of the liver have already been determined 
by other diagnostic means. The various types of 
hepatic shrinkage, as to form, surface markings, 
and color, may be distinguished easily by laparos- 
copy, and in polyserositis the adhesive pericarditis 
may be recognized. Single tumors, as for example, 
primary carcinoma in a cirrhotic liver, may be recog- 
nized only by this method; and the origin of tumors 
which can be detected externally by palpation may 
be studied, and indications for their surgical manage- 
ment may be observed. In jaundice the color of the 
liver varies from yellow (simple jaundice) to green 
occlusive forms of jaundice). Gall stones can be 
located. Paracentesis through the liver of the tensely 
filled gall bladder causes amelioration of the symp- 
toms. In inflammatory conditions of the gall bladder 
or when stones are present roentgen examination 
and sounding will usually be sufficient for diagnosis. 
When the condition is correctly diagnosed the best 
results from treatment will be obtained. 
(EGGERT). JoHN W. BRENNAN, M.D. 


Stewart, C. P., Scarborough, H., and Davidson, 
J. N.: The Levulose-Tolerance Test of Hepatic 
Insufficiency. Edinburgh M.J., 1937, 44: 105. 

Accumulated evidence as to the site and mode of 
levulose metabolism suggests that, properly ap- 
plied, the levulose-tolerance test should be of value 
in the study of liver function. Recent methods per- 
mit the determination of levulose in the presence of 
glucose. The authors’ method, which is a slight 
modification of the method of Patterson, is de- 
scribed in detail. 

Estimation of the blood levulose of normal persons 
at half-hour intervals after the ingestion of 50 gm. 
of pure levulose showed a maximum concentration 
of from 12 to 18 mgm. per 100 c. cm. from half to 
one hour after the ingestion. Meanwhile, the blood 
glucose fell. In a number of persons with clinical 
evidence of liver damage the levulose reached a con- 
centration of more than 20 mgm. per 100 c.cm., and 
in some of these the blood glucose was increased 
above the fasting level. In uncomplicated diabetes 
the blood levulose remained within the normal limits. 

Direct estimation of the levulose in the blood is 
a more reliable test of liver function than estimation 
of the total sugar. The results cited support the 
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theory that levulose is converted to glucose in the 
liver independently of insulin; that it is then metabo- 
lized under the influence of insulin; and that it 
stimulates insulin secretion. 

WALTER H. NApteEr, M.D. 


Trusler, H. M., and Martin, H. E.: The Cause of 
Death in Liver Peritonitis. Surgery, 1937, 1: 243. 
Dogs receiving intraperitoneal doses of from 30 to 
100 gm. of fresh, ground liver of adult dogs usually 
died within twenty-four hours showing all the signs 
and chemical blood changes of shock. 

When the dose was less than 30 gm. for an average 
dog there was a definite relationship between the 
length of survival and the amount of liver intro- 
duced. One dog receiving 14 gm. per kilogram of 
body weight (total dose 5 gm.) survived. 

In the cases of the dogs which died, peritoneal 
smears and cultures taken shortly before death con- 
sistently revealed growth of the dog-liver anaerobe. 

The parenchymal elements of the liver were found 
to be relatively non-toxic. When these elements 
were separated from the blood-vessel, bile-duct, and 
connective tissue portions of fresh dog liver, 70 gm. 
of the parenchymal tissue suspension caused neither 
death nor shock. However, 50 gm. of the connective 
tissue suspension caused both shock and death. 

Cultures of the parenchymal suspensions con- 
sistently showed that the parenchymal fraction of 
liver harbored the dog-liver anaerobe. Nevertheless, 
smears and cultures of the peritoneal exudate re- 
moved from dogs subjected to the intraperitoneal 
introduction of parenchymal suspensions showed 
that these animals rapidly sterilized the peritoneal 
cavity even in the presence of large amounts of con- 
taminated liver substance. 

The dogs receiving the suspensions of liver con- 
nective tissue rapidly died of shock and bacterial 
peritonitis, while the dogs receiving the suspensions 
of hepatic parenchyma survived and remained well. 

Howarp A. McKnicut, M.D. 


Mackey, ‘V. A.: Cholesterosis of the Gall Bladder : 
A Review, Supplemented by Personal Observa- 
tions on 87 Cases. Brit. J. Surg., 1937, 24: 570. 


The term “cholesterosis” of the gall bladder desig- 
nates a condition in which the mucous membrane 
is infiltrated with a mixture of cholesterol esters and 
neutral fat. This lipoid material is distributed in a 
patchy fashion, forming bright yellow flecks of 
variable size, sometimes slender and scanty and 
sometimes distending each mucosal fold so that the 
gall bladder seems to be lined with a thick, soft, 
golden, waxy fabric. The strands of this fabric run 
longitudinally and terminate a short distance from 
the neck of the gall bladder. Gall stones are found 
in about a third of all the cases and are almost 
invariably of the type rich in cholesterol. 

Virchow in 1857, described a type of fatty infiltra- 
tion of the gall-bladder mucosa. Aschoff, in 1906, 
observed the occurrence of cholesterol in the epi- 
thelium of the gall bladder. In 1909 Moynihan 
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termed cholesterosis a condition requiring chole- 
cystectomy. MacCarty in 1910 named 1 type of 
this condition the ‘strawberry gall bladder.” 
Laroche and Flandin, in 1912, noted the association 
of cholesterosis with cholelithiasis. Lichtwitz, in 
1914, suggested that lipoid polypi shed into the 
lumen of the gall bladder provided nuclei for stone 
formation. Policard, in 1914, deduced that choles- 
terosis is due to the resorption of cholesterol from 
bile. Boyd, in 1922 and 1923, showed that in 
cholesterosis the dried mucosa of the gall bladder 
may contain as much as 60 per cent (by weight) of 
lipoid instead of 0.6 per cent as in normal controls. 
Mentzer, in 1925, recorded some degree of choles- 
terosis of the gall bladder in 37 per cent of all the 
cases coming to autopsy at the Mayo Clinic. 
Corkery, in 1922, suggested that cholesterosis may 
not be a specific lesion but merely a random element 
in the protean manifestations of chronic cholecystitis. 

The source of the lipoid material in cholesterosis 
may be either the blood or the bile. Experimentally, 
difficulties are encountered in estimating the concen- 
tration of cholesterol in bile. It appears from a 
review of the literature on this subject that the 
normal mammalian gall bladder resorbs cholesterol 
from bile. If, however, the gall bladder is inflamed 
or traumatized, effusion of the blood serum will 
greatly increase the amount of cholesterol in the 
gall bladder. 

In a study of a small number of patients it was 
found that the cholesterol concentration is greater 
than the bile-pigment concentration. While signifi- 
cant, this does not prove that the gall bladder 
secretes bile. Extensive studies on the physiology 
of the normal gall bladder show that its main func- 
tion is absorption and that this function is accelerat- 
ed by the hyperemia and increased permeability of 
inflammation. Under certain circumstances the con- 
tained bile may be totally absorbed. A study of the 
gall-bladder wall shows that the greater part of the 
lipoid deposit is in the stroma. If the lipoid material 
were secreted into the gall bladder it is likely that 
the deposit would be in the free border of the epi- 
thelial cells. However, this is not the case. 

The ease of production of cholesterosis of the gall 
bladder varies with the dietetic habits of the animal. 
In herbivora, the administration of a large amount 
of cholesterol leads to massive deposits in the liver, 
spleen, adrenals, aorta, and heart, and it is relatively 
difficult to produce lipoid infiltration of the mucosa 
of the gall bladder. On the other hand, in carnivora, 
it appears to be comparatively easy to produce a 
condition similar to human cholesterosis. 

The author has studied histologically about 400 
gall bladders which were removed by various sur- 
geons. Among these, 81 presenting cholesterosis 
were encountered, and in the majority the mucosal 
lipoid deposit was sufficiently large to be seen with 
the unaided eye. The figures probably exaggerate 
the incidence of gross cholesterosis, for many of the 
cases were discovered during a study limited to the 
less severe grades of cholecystitis, and cases of 
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cholelithiasis were excluded from this series unless 
accompanied by cholesterosis. 

The general histological findings showed that 
lipoid infiltration occurred in the lining epithelium 
or in the connective tissue of the mucosa, but more 
frequently and more abundantly in the latter. 
Lipoid infiltration was found in all types of gall 
bladders; in some with no evidence of inflammatory 
change; in many which were slightly thickened and 
showed abundant infiltration with lymphocytes; and 
in a few, especially those which contained stones, 
which were so greatly thickened and fibrosed that 
the infiltration constituted a very minor feature of 
the histological picture. In one extreme example of 
the last type the mucosa was crowded with densely 
aggregated lymphoid follicles and the lipoid deposit 
was confined to a few isolated macrophages within 
these follicles. The degree of cholesterosis was never 
proportional to the degree of inflammatory change, 
and was slight if the latter was severe. The histo- 
logical picture presented by cholesterosis is so pleo- 
morphic that it is hard to believe that it is a patho- 
logical entity. Moreover, since accompanying in- 
flammatory changes vary so greatly in degree, and 
may indeed be completely absent, the etiological 
basis of cholesterosis is surely not inflammation. 

The cholesterol polypi which are so common in 
cholesterosis of the gall bladder may be formed to 
accommodate a superabundance of lipoid, or they 
may represent secondary cholesterosis of pre-existing 
polypi. Both suppositions are probably correct. In 
support of the second, it may be mentioned that 
polypi without lipoid are occasionally seen, but they 
appear to be peculiarly susceptible to cholesterosis, 
as the polypi contain lipoid much more often when 
the remainder of the gall bladder shows none. 

Therefore, cholesterosis is not a manifestation of 
cholecystitis, or of cholesterol secretion by the gall 
bladder, but of active resorption of cholesterol from 
bile unusually rich in that substance by a relatively 
normal mucous membrane. Cholesterosis and lithi- 
asis are cognate manifestations of supersaturation 
of the bile with cholesterol, not cause and effect. 
However, cholesterosis is not without significance, 
for it certainly indicates a metabolic state with an 
unduly high level of biliary cholesterol, and therefore 
likely to lead to gall-stone formation. The cause of 
the characteristic stones, both solitary and ‘‘mul- 
berry,” is primarily metabolic, not infective, al- 
though inflammatory complications of mechanical 
origin are likely to supervene later. In simple 
cholesterosis the bacterial flora of the gall bladder is 
not richer than that of gall bladders regarded as 
practically normal from the histological viewpoint. 

In the absence of stones and secondary chole- 
cystitis, the gall bladder showing cholesterosis is 
frequently capable of achieving a normal concen- 
tration of bile and dye. The rapid diminution in 
size after the fat meal indicates either brisk contrac- 
tion of the gall-bladder musculature, or as Halpert, 
Sweet, and Blond would have it, rapid resorption of 
the contents of the gall bladder for re-excretion of the 
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liver. In any case it indicates a gall bladder with 
a function not far from normal. 

It has never been possible to associate a pathog- 
nomonic syndrome with cholesterosis. The complaints 
attributed to it have always been those generically 
termed ‘“‘cholecystitic.” In some cases there has 
been a history of biliary colic; in others, of “‘gall- 
bladder dyspepsia.” Such symptoms, however, 
occur in all types of derangement of the biliary 
apparatus, both functional and organic, and prob- 
ably some of them may occur also in disturbances of 
other parts of the alimentary tract. 

The reports of clinical results following chole- 
cystectomy have been conflicting, but this is not 
surprising, as cholesterosis is a histological feature 
that may be found in gall bladders otherwise normal, 
or in association with lesions of all degrees of severity. 

MANUEL E. LICHTENSTEIN, M.D. 


Heyd, C. G.: Complications of Gall-Bladder Sur- 
gery. Ann. Surg., 1937, 105: I. 


Complications of gall-bladder surgery may be 
classified as (1) mechanical, (2) chemical, (3) meta- 
bolic, and (4) infectious. The complications that 
occur within the first twenty-four hours after opera- 
tion are obviously those that are associated with 
hemorrhage, gastric dilatation, embolism, pul- 
monary collapse and cardiac dilatation. The early 
complications are those that arise from mechani- 
cal or infectious causes, such as intestinal obstruc- 
tion, volvulus, pyloric occlusion, peritonitis (local 
or general), subphrenic abscess, or retroperitoneal 
phlegmon. From the purely chemical standpoint 
certain complications occur. Some are secondary to 
céntinuous and repeated vomiting; such as alkalosis, 
hypochloremia, and hypohydration. There are also 
the acidosis from intractable diarrhea, and the 
complications of obscure or perverted liver activity 
—“liver deaths.”’ 

Complications occurring after cholecystectomy 
or cholecystostomy are different from those that 
arise from surgery of the common duct. The author 
analyzed 557 personal cases, both ward and private, 
in which laparotomy was performed for diseases of 
the gall bladder or the external biliary-duct system. 
He asked himself the following questions: How 
many of these patients survived surgery? And in 
those who died, what was the mechanism of death? 
Were the pre-operative preparation, the surgical 
intervention, and the postoperative therapy com- 
petent and adequate? Furthermore, could any 
reasonable deductions be made that would help 
prevent the complications and mortality in any 
future group of patients? All the patients were 
operated upon by the author himself. A better 
showing could undoubtedly have been made if the 
analysis had been confined to private patients alone. 
It seemed wiser to take the total number because 
the conclusions could then be applied to the gall- 
bladder service of any general hospital. 

Of the 557 patients, 417 were private and 140 
were clinic cases. Of the 417 private patients, 20 
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died (a mortality of 4.8 per cent). Of the 140 clinic 
patients, 19 died (a mortality of 13.5 per cent). 
This noteworthy difference in the mortality rate 
between the two groups is due to the greater degree 
of pathological damage in the clinic patients from 
delay in seeking surgical intervention. 

Cholecystectomy is one of the safest of all intra- 
abdominal operations for chronic gall-bladder dis- 
ease, and in the hands of a reasonably well trained 
surgeon is relatively free from postoperative com- 
plications. Operations upon the bile ducts or gall 
bladder in the presence of acute inflammation ‘are 
associated with greater technical difficulties and a 
very marked increase in the frequency of complica- 
tions. In 500 uncomplicated cases the mortality 
was 3.3 per cent but in 34 cases in which cholecys- 
tostomy was done for acute cholecystitis, there 
were 5 deaths, or a mortality of 14.7 per cent. Pan- 
creatitis was observed in 21 cases in the series, and 
death resulted in 5, a mortality of 23.8 per cent. 
There were 13 malignancies of the gall bladder or 
ducts. All of the 13 patients were jaundiced and all 
had gall stones. Gall stones were present in 59.2 
per cent of all the cases in the series. The average 
age of the patient at operation was 40.4 years, the 
youngest was eight and the oldest, 79. Fifty-nine 
of the patients had ulcer of the stomach or duo- 
denum associated with the gall-bladder disease. 

Of the 39 deaths in the series of 557 cases there 
were 8 which could not be attributed to the usual 
causes. In 2 of the cases hyperpyrexia and coma 
followed surgical intervention very shortly and 
progressed until death. In 3 cases of obstructive 
jaundice coma developed and the patients died. In 
3 others pronounced cardiorenal collapse developed 
and the patients died in from 24 to 36 hours. 

The author believes, after due consideration of all 
the factors involved (the type of lesion, the bio- 
logical background of the patient, the adequacy of 
surgical intervention, the complications, and the 
mortality), that surgical treatment of gall-bladder 
disease is safe and highly satisfactory. 

Harry W. Finx, M.D. 


Boyden, E. A.: The Sphincter of Oddi in Man and 
Certain Representative Mammals. Surgery, 
1937, I: 25. 

The experimental work of the last twenty-five 
years indicates the existence of an intrinsic muscula- 
ture surrounding the lower end of the common bile 
duct, which under certain morbid conditions can 
produce biliary stasis. Thus, in the presence of an 
intact gall bladder, dysfunction of the sphincter of 
Oddi may induce gall-bladder distress or colic, even 
in the absence of calculi or inflammation. Despite 
extensive studies, skepticism still exists in regard to 
this structure fortworeasons. In the first place, it is 
exceedingly difficult to distinguish its action from 
that of the duodenal muscle which surrounds it; and 
second, on account of its small size, its position, and 
complexity, histological demonstration of its inde- 
pendence is equally difficult. 
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According to Francis Glisson (1654), the sphincter 
consists of ring-like fibers which occur not only in 
the opening of the bile duct but also in the entire 
oblique tract through the intestinal wall. Oddi’s 
name has been applied to the sphincter not because 
he was the first to examine it microscopically, but 
because he demonstrated it in a variety of animals, 
and was the first to measure its resistance, to show 
that removal of the gall bladder caused marked dila- 
tation of the bile ducts, and to postulate that dys- 
function of this occluding apparatus might explain 
certain morbid affections of the biliary tract. With 
the more complete information now at our disposal, 
it is realized that the longitudinal fibers of the 
sphincter may be as important as the circular fibers, 
at least in some species. Herefrom originates the 
concept that the sphincter of Oddi is an ejaculating 
as well as an occluding mechanism. Therefore, it is 
necessary to define it as the entire musculature of the 
terminal portion of the bile channel and the asso- 
ciated pancreatic duct of Wirsung, if the latter is 
present. 

In comparative embryological studies of the opos- 
sum, guinea pig, dog, and man, the author demon- 
strates that the intestinal part of the bile channel 
(and its associated duct of Wirsung, if present) is 
ensheathed in a 2-layered musculature which can be 
legitimately designated as the sphincter of Oddi. 
The 4 species differ markedly in the degree to which 
different segments of the sheath are developed or 
suppressed, and in the relationship they bear to the 
duodenal muscle through which the bile duct enters 
the intestinal wall. 

The human sphincter has 3 marked anatomical 
characteristics: (1) its relative freedom from intesti- 
nal interference, due to the configuration of the 
window in the duodenal muscle through which it 
passes; (2) the retrogression of its ampullary seg- 
ment; and (3) the development of a special constrict- 
ing mechanism (the sphincter choledochus) just 
above the site where the bile duct joins the ampulla 
of Vater. Anatomically, this zone of intrinsic muscle 
seems to be entirely adequate to sustain the column 
of bile and thereby cause the gall bladder to fill dur- 
ing the interval between meals. If such be its nor- 
mal function, it is not difficult to believe that hyper- 
trophy or over-stimulation of such a sphincter results 
in biliary stasis and the production of right hypo- 
chondrial distress. Artur S. W. Tourorr. M.D. 


Elman, R.: The Variations of Blood Amylase Dur- 
ing Acute Transient Disease of the Pancreas. 
Ann. Surg., 1937, 105: 379. 

Blood-amylase determinations were made in 8 
cases of acute epigastric pain with nausea, vomiting, 
and latent jaundice in which a clinical diagnosis of 
biliary colic, perforated ulcer, intestinal obstruction, 
or coronary disease had been made. In every case 
the concentration of amylase as determined by the 
method of Somogyi was found to be high at the 
height of the attack and gradually declined fol- 
lowing subsidence of the symptoms. 
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The author believes that acute pancreatic disease 
may be the cause of many attacks of pain in the 
upper part of the abdomen which are at present 
incorrectly diagnosed. In all of the reviewed cases 
in which operation was performed there was ana- 
tomical evidence of disease of the pancreas. Elman 
is therefore of the opinion that blood-amylase 
determinations should be made in cases with mani- 
festations of acute disease in the upper abdomen. 

ROBERT ZOLLINGER, M.D. 


Brocq, P., and Varangot, J.: Changes in the Blood 
Sugar in Acute Necrosis of the Pancreas. A 
Critical Study of Their Diagnostic and Prog- 
nostic Value (Les modifications de la glycémia 
dans la nécrose aigué du pancréas. Etude critique 
de leur valeur diagnostique et pronostique). J. de 
chir., 1937, 49: 177. 

Brocq and Varangot cite the statistics of several 
surgeons showing that in a large percentage of cases 
the diagnosis of acute necrosis of the pancreas is not 
made pre-operatively. The highest incidence of cor- 
rect diagnosis—21 per cent in 1,510 cases—was 
recorded by Schmieden and Sebening. 

Since it has been shown that the pancreas plays 
an important réle in the regulation of carbohydrate 
metabolism and the blood sugar, it is reasonable to 
suppose that such extensive and severe lesions as 
those of acute necrosis would affect the carbo- 
hydrate metabolism and would be indicated by 
changes in the blood sugar. While experiments on 
dogs have failed to show any constant changes in 
the blood sugar as the result of experimentally pro- 
duced acute pancreatic necrosis, it must be borne in 
mind that in such experiments the animal was in 
good condition and the pancreas was normal before 
the production of the acute necrosis, whereas in 
clinical cases of acute pancreatic necrosis there is 
almost invariably a previous hepatic insufficiency, 
and pathological examination shows evidence* of 
chronic pancreatitis preceding the acute lesion. 

In acute pancreatic necrosis, an increase of sugar 
in the urine has been observed, but the findings are 
inconstant, and a study of the blood sugar is of much 
greater importance. In normal subjects the blood 
sugar rarely rises above 150 either after eating or 
after the ingestion of glucose in the glucose-tolerance 
test. Of 76 cases of acute necrosis of the pancreas 
reported in literature, the authors found that no 
blood-sugar test was recorded in 4. Of the remaining 
72 cases, the blood sugar was below 150 in 15, be- 
tween 150 and 200 in 25, and 200 or over in 34. In 
9 of the cases in which it ranged between 150 and 
200, the record stated that this was the fasting blood 
sugar. Therefore in these 9 cases, in addition to the 
34 in which the blood sugar was above 200, there was 
a definite hyperglycemia. Of 21 cases in which a 
glucose-tolerance test was made, all showed an ab- 
normal rise of the blood sugar, and in all the hyper- 
glycemia persisted for two hours or longer. 

The determination of the fasting blood sugar has 
therefore a certain diagnostic value in acute necrosis 
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of the pancreas, but the glucose-tolerance test is a 
surer indicator of a definite disturbance of carbo- 
hydrate tolerance. However, this test is not always 
possible before operation. Some patients cannot 
take anything by mouth, and the test requires a 
three-hour delay which, though not of importance 
if the condition is acute pancreatic necrosis, may be 
fatal if it is some other acute abdominal disease. 

The authors believe that the disturbance of car- 
bohydrate metabolism in acute necrosis of the pan- 
creas is to be attributed, not to destructive lesions of 
the islands of Langerhans, but to destruction of 
insulin by the activated trypsin which is discharged 
into the circulation because of the autolysis of pan- 
creatic tissue occurring in acute necrosis. 

While hyperglycemia is the rule in acute necrosis 
of the pancreas, there are reports of a few cases in 
which hypoglycemia was noted. In the acceptance 
of hyperglycemia as evidence of acute necrosis of 
the pancreas in the presence of acute abdominal 
symptoms the following facts may give rise to error. 
Hyperglycemia may be present in other acute ab- 
dominal conditions. An acute abdominal condition 
may develop in a diabetic in whom the diabetes has 
not previously been diagnosed, and symptoms sug- 
gestive of an acute abdominal condition may de- 
velop in diabetic coma. While acute necrosis of the 
pancreas may complicate diabetic coma, this is rare. 
The authors cite 9 such cases from the literature in 
which the presence of necrosis of the pancreas was 
definitely determined at operation or autopsy. 

The authors consider other methods of determin- 
ing the function of the pancreas. The method of 
determining the excretion of trypsin in the urine has 
been used in pancreatic necrosis produced experi- 
mentally in dogs, but not in pancreatic necrosis in 
man. The method of determining the lipase content 
of the serum has been employed in clinical cases, 
but in the authors’ opinion the difficulties of the 
techniques proposed and the length of time required 
for the test, together with the divergent results ob- 
tained, make this test impracticable in acute pan- 
creatic necrosis. The method of determining the 
amylase of the urine described by Wohlgemuth is a 
rapid method and has a certain diagnostic value, 
but in acute necrosis of the pancreas the results are 
not constant, and in the authors’ opinion the uri- 
nary amylase must be above 1,000 Wohlgemuth 
units to be of diagnostic value. 

There are a number of surgeons who advocate 
either no operative procedure in acute necrosis of 
the pancreas or at least delay of operation until the 
process has become localized and the shock accom- 
panying the acute onset has been relieved. If these 
recommendations are to be accepted, it must be 
possible to differentiate acute necrosis of the pan- 
creas with certainty from the conditions most 
closely resembling it which require immediate opera- 
tion—perforated peptic ulcer, ileus, and appendicitis. 
The authors believe that delay of operation is justi- 
fied only if, in the presence of¢clinical symptoms 
characteristic of acute necrosis of the pancreas, the 


fasting blood sugar is at least 200 and the urinary 
amylase more than 1,000 units (Wohlgemuth). 
Unless these 2 determinations agree, the diagnosis 
of acute pancreatic necrosis is likely to be erroneous 
and delay of operation may endanger the patient’s 
life. 

Postoperatively, the amylase test is of no aid in 
the prognosis, but repeated determinations of the 
fasting blood sugar are of value. A lowered fasting 
blood sugar is a favorable prognostic sign. A per- 
sistently high fasting blood sugar over 250 indicates 
a very unfavorable prognosis, usually a fatal ter- 
mination. A rise in the fasting blood sugar indicates 
a recurrence of the necrotic process. This sign may 
precede the development of clinical symptoms. 

It has been found that when patients recover from 
the acute stage of pancreatic necrosis a true diabetes 
may develop. Still more frequently, if glucose- 
tolerance tests are made at intervals after the acute 
attack, an abnormal blood-sugar curve—a pre- 
diabetic curve—may be demonstrated. The authors 
report 3 such cases and cite from the literature 276 
similar cases in which glucose-tolerance tests were 
made after recovery from acute pancreatic necrosis. 
In 88 (31 per cent) of the total number of 279 cases 
there was an abnormal blood-sugar curve without 
symptoms of diabetes, indicating a latent disturb- 
ance of carbohydrate metabolism. If such dis- 
turbances persist, they are an indication for active 
treatment by diet and insulin. Attce M. Meyers. 


Wildegans, H.: Expectant or Primary Surgical 
Treatment of Acute Pancreatic Necrosis? 
(Abwartende oder primaer chirurgische Behandlung 
der akuten Pankreasnekrose?) Chirurg, 1936, 8: 
598. 

The author discusses the possibilities of diagnosis 
of acute pancreatic necrosis. Of the methods which 
reveal disturbances in the internal or external pan- 
creatic secretions, only those are of value in practical 
surgery which can be simply performed without 
great loss of time, and give a reasonable promise of 
definite results. Blood-sugar determination reveals 
a considerably elevated level in every case of acute 
pancreatic necrosis (certain early symptom). The 
degree of hyperglycemia depends upon the com- 
pleteness of the pancreatic destruction. Of 52 
severe cases, 49 showed this type of underfunction 
of the gland. Very high sugar levels indicate serious, 
usually irreparable, necroses. It is important to 
observe the blood-sugar level continuously. It is 
equally important for the diagnosis, indications, 
prognosis, and treatment. Urinary-diastase deter- 
minations should never be omitted. In early stages 
increased quantities of diastase are practically 
always found. If the acute condition subsides in a 
few days, the diastase level also recedes. The deter- 
minations may fluctuate enormously on successive 
daily examinations. Traces of diastase in the urine 
are found in the severest pancreatic necroses, when 
ferments can no longer be produced because of total 
destruction of the gland. For determining the prog- 
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nosis and the severity of the disease, the diastase 
test is of no value when compared with blood-sugar 
determinations. The average determination in 
acute necrosis is around 7,000. The determination 
of pancreatic lipase is difficult and time-consuming. 
Only when expectant treatment is indicated is its 
determination of interest. Blood studies, especially 
ne white-cell count, determination of the non- 
protein nitrogen, the indican test, urine analysis, 
and the determination of diuresis add to the evalua- 
tion of the clinical picture. Duodenal pancreatic 
diagnosis is considered of no value. 

For the past three years the author has not oper- 
ated primarily in a single case in which the diagnosis 
of acute pancreatic necrosis was made. Of the 32 
patients, 4 were operated upon because of a ques- 
tionable diagnosis of peritonitis or. bowel obstruc- 
tion. Laparotomy clarified the diagnosis. Only 
conservative exploration was done. In 28 patients, 
a correct diagnosis was made and surgery was pur- 
posely postponed. All patients with acute necrosis 
were treated like those who had undergone gastric 
resections. Narcotics and atropine were adminis- 
tered in large and repeated doses. The patient was 
forbidden to drink anything. Intravenous infusions 
of salt, glucose, and insulin, and proctoclyses were 
given. Blood transfusions were resorted to in the 
most severe cases for detoxification, and later hypo- 
physin, sympatol, and cardiac remedies were ad- 
ministered to overcome the fall in the blood pressure. 
After the subsidence of the acute manifestations a 
sausage-shaped resistance in the region of the entire 
pancreas was not infrequently found. It could be 
demonstrated for weeks and months. Secondary 
abdominal abscesses requiring incision developed 
twice (recovery after drainage). In the expectant 
treatment of acute pancreatic necrosis, the greatest 
danger is that of recurrence. The patients should 
be urged emphatically to have their gall bladders 
examined regularly. However, this procedure 
should be postponed for at least from four to eight 
weeks. Usually cholecystectomy with common-duct 
drainage is performed. The author performed this 
secondary biliary operation 14 times, and considers 
it dangerous only if it is done too soon. The patients 
recovered in all 14 of the cases. Of the entire series 
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of 32 patients, 27 recovered and 5 died. These 
results justify further employment of the expectant 
treatment with secondary cholecystectomy and 
choledochus drainage for acute pancreatic necrosis. 
The more often acute necrosis is recognized with 
certainty, the less often early operation will be 
needed. The more often early operation gives way 
to secondary biliary revision in acute pancreatic 
necrosis, the better the results will be. 
(L. Duscut). Leo M. Zmmerman, M.D. 


MISCELLANEOUS 


Rabboni, F.: The Right Abdominal Syndrome in 
Childhood and Adolescence (La sindrome ad- 
dominale destra nell’infanzia e nell’adolescenza). 
Clin. chir., 1936, 12: 878. 

The author reports 40 cases of Leotta’s right ab 
dominal syndrome in patients under fifteen years of 
age who were observed at the Surgical Clinic of 
Palermo during the last five years. He calls atten- 
tion to the fact that chronic appendicitis in such 
young persons has been little studied. He discusses 
the relationship between chronic appendicitis and 
the simple right abdominal syndrome. 

The right abdominal syndrome is a chronic and 
periodical affection of the digestive tract due to a 
chronic inflammation of the appendix in ‘children 
and adolescents. The symptoms are anorexia, 
nausea, eructation, constipation, and pain which is 
localized in the epigastrium and ileocecal fossa and 
diffused over the whole right half of the abdomen. 
In the first stage only the appendix is chronically 
inflamed. Later the peritoneum becomes involved. 

Operation should be performed as early as pos- 
sible for if the condition is neglected in children and 
adolescents it may develop later into the more 
severe and complicated forms of right abdominal 
syndrome in adults, such as cholecystitis and gastro- 
duodenal ulcer. Operation was done in 18 of the 40 
cases reviewed by the author. 

In conclusion Rabboni says that the right ab- 
dominal syndrome has been confused with dyspeptic 
disturbances, ordinary gastritis, and the most varied 
diseases of the gastro-intestinal tract. 

AupREY Goss Morcan, M.D. 





GYNECOLOGY 


UTERUS 


De Lauretis, G.: Some Considerations on the 
Physiological Activity of the Myometrium 
(Alcune considerazioni sull’ activita fisiologica del 
miometrio). Riv. ital. di ginec., 1936, 19: 438. 

Among the functional attributes of the myome- 
triura, expansion and retraction have received much 
attention in the past. Sfameni has recently ascribed 
to the individual fibers of the uterus the property 
of “tone.’’ He reasons that since clinical observa- 
tions show the volume of the uterus to be aug- 
mented both during the menstrual cycle and in 
ectopic pregnancy, the growth of the uterus must 
be regulated by a “‘vital energy” instead of a simple 
mechanical action of distention. He believes that 
the individual muscle fibers have a power of elonga- 
tion and shortening which is independent of their 
contracile activity. The biological factors regulating 
growth of the gravid uterus consist of hypertrophy of 
muscle fibers and the ability of these fibers to 
expand. It appears possible that these functions 
are under the influence of specific hormones, one 
predominating in early pregnancy, exciting diastole, 
and a later one exciting systole. Sfameni advances 
the theory that the state of the parturient uterine 
musculature immediately after the termination of a 
contraction is not a passive relaxation but a state 
of active decontraction. He believes that the various 
muscle fibers have an independent function which 
allows myogenic activity in one segment of the 
uterus, while in another there may be an entirely 
antagonistic action. At term, it is essential that 
these independent activities be in exact codrdi- 
nation and harmony for delivery. 

By roentgenography after the introduction of an 
opaque substance into the uterus Gunter and 
Schultze showed the variety and multiplicity of 
mutations caused by foreign bodies introduced into 
the uterine cavity. Both spastic and peristalsis- 
like contractions could be distinguished, and the 
contractile activity of the uterus seemed to differ 
for each segment. The spastic contractions ap- 
peared to originate at the cornua, the internal os, 
and a saddle-shaped area over the fundus. The 
dynamics of the muscle fibers assumed, not a simple 
peristalic type of contraction, but a synergistic co- 
ordination of harmonious action which is indis- 
pensable for congruent function. 

The author believes that enlargement of the 
uterus during pregnancy is not a uniform process. 
In the first six months it is nearly all in the fundus 
and corpus, while in the last three months the 
development of the lower segment of the gravid 
uterus predominates. The development of the lower 
segment also shows lack of unifermity, the anterior 
portion of the segment increasing more than the 
posterior portion. 


In the first two months of pregnancy the uterus 
assumes a pyriform shape; at the third month, a 
spherical outline; and after the fourth, an ovoid 
form. In the author’s opinion this demonstrates that 
it does not enlarge solely by distention to accom- 
modate the fetal mass. The occurrence of enlarge- 
ment more along the longitudinal than the trans- 
verse diameter is a purposeful development which 
determines the position of the fetus, and any devia- 
tion from this special morphological development 
allows for abnormalities of presentation. 

Georce C. Frnora, M.D. 


Laffont, A., Montpellier, J., and Laffargue, P.: The 
Reactions of the Glands of the Uterine Cervix 
During the Course of Endocervicitis (Les réac 
tions des glandes cervicales utérines au cours des 
ecto-cervicites). Gynéc. et obst., 1937, 35: 9- 

In the course of inflammation of the uterine cer- 
vix, especially the cervical canal, certain morpho- 
logical and histological changes occur in the 
endocervical glands. These may be classified mor- 
phologically as follows: 

1. Adenomatous polyps—granulomatous projec- 
tions often arising at the edge of an ulceration. 

2. Cystic glandular cervicitis—cystic dilatation 
of many of the cervical glands, the result of mild, 
repeated infection. 

3. Glandular hyperplasia, more or less adeno- 
matous. 

4. Metaplasia of the glandular epithelium. 

Drawings and photomicrographs are presented to 
show the histological characteristics of these lesions. 

The definite polyp of the cervix is well known. 
The earlier stage is pictured and described as a 
fleshy bud, a miniature polyp often arising at the 
edge of an ulcer. The epithelium covering the polyp 
is usually cuboidal or low columnar, but may be 
stratified, squamous, or mixed. The mass of the 
polyp is a fibro-adenoma. 

In cystic endocervicitis the cysts vary in number 
and size. The lining cells are generally flat or 
cuboidal. Surrounding each cyst there is usually a 
condensed layer of connective tissue. There may or 
may not be evidence of inflammation. 

In cases with glandular hyperplasia, many varied 
pictures are found. The hyperplasia may be tubular, 
papillary, diffuse, lobulated, or cystic. Desquamated 
epithelium is commonly present, with infiltration 
of inflammatory cells. The epithelium must be 
studied for signs of precancerous lesions. 

In epidermoid metaplasia of the cervical glands 
one usually finds only the mouth of the gland lined 
by stratified squamous epithelium which has re- 
placed the columnar. One may also find, however, 
isolated areas deep in the gland lined by epidermoid 
cells, which probably represent transformations of 
the epithelium rather than replacement. 
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The authors are of the opinion that all these 
lesions develop as sequel of inflammation. Others 
believe that endocrine and constitutional factors 
may be etiologically important as well. 

Changes in the stroma around the glands consist 
of signs of acute, subacute, or chronic inflammation. 
lhe cellular infiltration depends upon the intensity 
and nature of the reaction. Newly formed blood 
vessels are present in the acute and subacute stages, 
while fibrous thickening ahd hyaline changes in the 
walls are present in the later chronic stage. 

In addition to the morphological changes in the 
epithelial cells there is often a decrease or absence of 
secretion, sometimes associated with inversion of 
the polarity of the cells. Max M. Zrnnincer, M.D. 


Chydenius, J. J.: The Results of Radium Treat- 
ment of Carcinoma Colli Uteri. Acta radiol., 
1936, 17: 559. 

The author reports the five-year results in 226 
cases of carcinoma of the cervix which were treated 
with radium at the Women’s Clinic in Helsingfors 
in the period from 1926 to 1930 inclusive. In addi- 
tion to these cases there were 54 hopeless cases which 
were not treated. The Stockholm method of irradia- 
tion was employed. Fifty-nine of the women were 
well after five years. The absolute incidence of cure 
was therefore 21.1 per cent and the relative incidence 
of cure 26.1 per cent. In the 201 cases which were 
treated exclusively by irradiation, the incidence of 
cure was 20.0 per cent. 

Over half of the cases (122) were in Stage 4. This 
is explained by the fact that the Women’s Clinic in 
Helsingfors is the only polyclinic in Finland and 
therefore receives more advanced cases than clinics 
such as Radiumhemmet. Of the cases in Stage 1, 2, 
or 3 which were treated by irradiation alone, a five- 
year cure was obtained in 72 per cent, and of 25 
treated by radium irradiation and subsequent opera- 
tion, a five-year cure was obtained in 68 per cent. 
Of the 104 treated surgically including the 25 in 
which operation was preceded by irradiation, 50 
were cured. Therefore 48 per cent of the patients 
whose condition was not practically hopeless from 
the beginning remained cured for five years. 

The operative mortality was 1 death, and the 
radium-irradiation mortality, 6 deaths. The deaths 


following radium irradiation were due to peritonitis 
or sepsis. Dante G. Morton, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Cotte, G.: Ovarian Autografts in Gynecological 
Therapeusis (Quelle place faut-il donner aux auto- 
greffes ovariennes dans la thérapeutique gynécolo- 
gique). Gynécologie, 1936, 35: 641. 

The author discusses two principal indications for 
autotransplantation of the ovaries: the relief of 
tubular sterility, and the prevention of difficulties 
following castration. 

In the former the ovary is transplanted into the 
uterus as a pedunculated graft. This type of graft 
is preferable to an intratubal graft as it is more 
favorable to pregnancy. 

As castration is followed by cardiovascular, 
metabolic, psychic, and other disturbances Cotte 
urges conservative treatment. Whenever possible 
the uterus or a part of it should be conserved and 
at least one of the ovaries should be left in situ. 
This procedure is preferable to complete hysterec- 
tomy and ovarian grafting. 

If conservative treatment is impossible, ovarian 
grafts should be implanted in a new location. The 
author finds that his greatest number of. successful 
results were obtained when the grafts were placed 
in the mesentery. He believes that mesenteric 
gratts are much more satisfactory than subcutane- 
ous grafts. Marsu W. Pootg, M.D. 


EXTERNAL GENITALIA 


Den Hoed, D.: Results Obtained in the Treatment 
of Malignant Tumors of the Vagina, Vulva, 
and Urethra. Acta radiol., 1936, 17: 560. 


From 88 cases of malignant tumors of the vagina, 
vulva, and urethra, and a review of the literature 
on such neoplasms, the author concludes that, in 
general, carcinoma of the vagina and urethra should 
be treated preferably by irradiation, and carcinoma 
of the vulva by total vulvectomy with postoperative 
irradiation. When there are metastases in the in- 
guinal glands the best results are obtained by com- 
plete extirpation. In very exceptional cases in- 
operable patients may be cured by irradiation alone. 





PREGNANCY AND ITS COMPLICATIONS 


Kellogg, F. S.: The Toxemias of Pregnancy. Am. 
J. Surg., 1937, 35: 300. 


Kellogg urges a universally accepted classification 
of the toxemias of pregnancy. Such a classification 
would permit the accumulation of sufficient data to 
raise treatment from the level of individual opinion 
and place it on a more rational basis. At the Boston 
Lying-In Hospital toxemias are divided into: (1) 
those presenting certain or presumptive evidence of 
disease independent of the pregnancy, and (2) those 
presenting no such evidence. The first group 
embraces the nephropathies associated with arterial 
vascular disease, the inflammatory nephropathies 
such as nephritis and pyelonephritis, and the degen- 
erative nephropathies. The second group includes 
pre-eclampsia and eclampsia. 

In cases of essential hypertension striking varia- 
tions in the behavior of individuals may be observed 
both in those who apparently have the same degree 
of disease and in the same patient during different 
pregnancies. In cases of low hyperpiesis early in 
pregnancy the author recognizes no criteria on 
which to base a prognosis of the subsequent course. 
If an attempt is made to carry the patient through 
the pregnancy it is impossible to predict whether 
she will reach term or not, or to foretell whether she 
will emerge unscathed or with some permanent 
damage. 

Acute glomervlonephritis is very rare, and 
chronic nephritis is uncommon. Most women with 
mild chronic nephritis have complete compensation 
of renal function and pass through pregnancy suc- 
cessfully. In some cases there is no evidence of renal 
insufficiency until after the twentieth week of preg- 
nancy, and in this group a differentiation from pre- 
eclampsia appears to be practically impossible. Be- 
cause of the high incidence of intra-uterine death in 
cases of chronic nephritis, it is generally advisable 
to take the child as soon as it seems to have a chance 
to survive rather than to let it grow larger in utero. 
Furthermore, it is safer from the point of view of 
intra-uterine death to carry to term the patient with 
a relatively high hypertension and a low content of 
albumin in the urine, than the woman with rela- 
tively large amounts of albumin in the urine and a 
low hypertension. 

All cases of pyelonephritis are included with the 
inflammatory nephritides. There is need for more 
careful study of this group so that there may be a 
clearer understanding of the relationship between 
urinary tract infections, the eclamptic state, and 
the “kidney of pregnancy.” In cases of pyelone- 
phritis an infection of the kidney parenchyma some- 
times develops prior to the appearance of the pye- 
litis, but the extent of permanent kidney damage is 
variable. The treatment of pyelonephritis in preg- 
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nancy should be emptying of the uterus if the patient 
fails to show improvement after a reasonable trial of 
medical and genito-urinary measures, 

Nephrosis is almost impossible to diagnose during 
pregnancy. 

Cases of pre-eclampsia of Grade 1 include those 
with no evidence of disease, but with hypertension 
and/or albuminuria without other signs or symp- 
toms. Pre-eclampsia of Grade 2 is the same as pre- 
eclampsia of Grade 1 except that it is accompanied 
by some or all of the signs and symptoms commonly 
attributed to the pre-eclamptic state. Eclampsia is 
the same as pre-eclampsia of Grade 2 with the addi- 
tion of convulsions. Pre-eclampsia of Grade 1 may 
go on to pre-eclampsia of Grade 2. 

The differential diagnosis of the nephropathies 
and pre-eclampsia is an extremely important clinical 
problem but one which has proved baffling. Liver 
function tests are of no help. Studies of blood-vessel 
changes in the eye grounds yield contradictory and 
inconclusive evidence. Kidney-function tests are 
not dependable. The urea clearance is of value in 
following patients over a long period of time but not 
in the last months of pregnancy. The results of the 
“cold test” vary. The posterior pituitary test seems 
too risky. The findings of chemical studies of the 
blood, particularly an increase in uric acid and a 
decrease of the carbon-dioxide combining power, 
frequently fail to demonstrate the presence of pre- 
eclampsia. Recently Smith has found that in the 
eclamptic state the curve for prolan is 2bnormall, 
high and that for estrin is abnormally 1ow as com- 
pared with the curve in normal pregnancy, preg- 
nancy with hypertension, and chronic nephritis or 
diabetes. In at least 6 cases, high values for prolan 
were found six weeks before a clinical diagnosis of 
pre-eclampsia could be made. 

Hofbauer’s development of the posterior pituitary 
theory of eclampsia has not yet been proved. Bar- 
tholomew and Kracke have presented a complete 
hypercholesterol explanation, and a further check 
of their findings and deductions will prove interest- 
ing. The importance of the nephropathies as a con- 
tributing cause of eclampsia must not be overlooked. 
Elimination of obvious foci of infection is held to be 
wise prophylaxis. Obesity is probably an important 
secondary etiological factor. 

Few cases of pre-eclampsia have come to autopsy 
at the Boston Lying-In Hospital. However, there 
seems to be sufficient evidence to justify the con- 
clusion that pre-eclampsia and eclampsia are the 
same disease at different stages of development. 
The only constant changes in eclampsia are found 
in the liver. They consist of subcapsular petechial 
hemorrhages with foci of necrosis which may be 
periportal, mid-zonal, or central. In over half of the 
cases, cornual and subserosal hemorrhages have 
been found in the uterus. This is of importance in 
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the correlation of toxemias with premature separa- 
tion of the normally implanted placenta. 

Relative hypertension, albuminuria, edema, a 
sudden gain in weight, blurring of vision, nausea, 
and vomiting constitute premonitory signs and of 
themselves are a sufficient indication for hospitaliza- 
tion of the patient. Increased respiratory depth, 
torpor, and irritability (mental or motor) are the 
final danger signals. Epigastric pain, convulsions, 
coma, and death within from thirty-six to forty- 
eight hours frequently terminate the picture. As 
the condition progresses at different rates of speed, 
the minimum requirements for proper prenatal care 
are a urine examination every week and a blood- 
pressure and weight record every two weeks. A 
diastolic pressure of from go to 100 mm. Hg is an 
important prognostic sign. 

eclampsia is limited by termination of its cause, 
pregnancy. At the Boston Lying-In Hospital the 
mortality of antepartum eclampsia has been 33.6 
per cent, whereas that of intrapartum and post- 
partum eclampsia combined has been about 17 per 
cent. Analysis of a large series of toxic patients has 
shown that those who were saved recovered because 
the progress of the disease was stopped before 
eclampsia supervened. When the toxic patient has 
convulsions her chance of dying increases from 2.5 
to 25 per cent. The author therefore believes that 
the uterus of every pre-eclamptic patient should be 
emptied before she has convulsions. In his opinion, 
torpor and irritability, especially physical irritabil- 
ity—best exemplified by vague scratching at an 
itchy nose—indicate the last stage at which inter- 
ference is possible with a good chance of recovery. 
If signs and symptoms are progressive, he interferes 
irrespective of the baby. He is convinced that the 
treatment of pre-eclampsia should be just as radical 
as the treatment of eclampsia should be conserva- 
tive. He advises that the pre-eclamptic be put to 
bed in a quiet room. Good sleep should be assured, 
and a light, mixed, salt-free diet should be given. 
The bowels should be kept regulated and the fluids 
balanced. The patient should be seen often, her 
blood pressure recorded, and her urine frequently 
analyzed. 

There should be no routine method of treating 
either the pre-eclamptic or the eclamptic woman. 
Each case must be individualized. Every pre- 
eclamptic woman nearing the stage of convulsions 
can be treated palliatively until her condition reaches 
the peak. In favor of immediate intervention is the 
mortality in antepartum eclampsia as contrasted 
with that in intrapartum and postpartum eclampsia. 
On the other hand, a patient at this stage of the 
disease is a poor risk for intervention, and interfer- 
ence may precipitate convulsions. Furthermore, 
brilliant results are sometimes obtained by plasma- 
pheresis, venesection, or the administration of mag- 
nesium sulphate intravenously. 

When the pregnancy is to be interrupted, Kellogg 
prefers abdominal hysterotomy unless the cervix is 
in an unusually favorable condition. He admits, 
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however, that the indiscriminate use of abdominal 
hysterotomy for pre-eclampsia will give worse results 
in a long series of cases than rupture of the mem- 
branes with or without an oxytocic. In pre-eclamp- 
sia, hysterotomy does not assure the birth of a liv- 
ing baby. This is true especially if the baby is 
premature. 

It is generally accepted that, in eclampsia, a con- 
servative method of treatment gives better results 
than active obstetrical intervention. Any treat- 
ment which may increase edema is unsound. The 
fluids must be balanced. Dehydration by fluid 
limitation deserves special consideration. Any 
agent which tends to reduce edema within safe 
limits is permissible, but magnesium sulphate, 
given intravenously or intramuscularly, is recom- 
mended since it most suitably fulfills this require- 
ment. The author has been impressed by the expe- 
riences of Rucker. In 127 consecutive cases of 
eclampsia which Rucker treated with magnesium 
sulphate, there were only 6 deaths, a mortality of 
less than 5 per cent. Sharp individualization both 
of treatment and of the time of delivery, without 
deviation from the mother’s interests for those of a 
child whose viability is uncertain, is absolutely es- 
sential. In all obstetrical manipulations the problem 
of anesthesia must be considered. Theoretically, 
anesthesia is contra-indicated and, in practice, 
the manipulations may often be done without it. 

A pregnant woman who is jaundiced had better 
not be treated obstetrically, but should be treated 
medically if any basis for medical treatment can be 
found. If she has acute yellow atrophy she will die, 
and if she has catarrhal jaundice she may die of 
hemorrhage if delivered before she has recovered 
from that condition. 

Pernicious vomiting of pregnancy cannot be in- 
cluded with certainty among the toxemias. Tube 
feedings in the duodenum and in the stomach after 
sufficient sedation solve the starvation problem. In 
the authors’ last 59 consecutive cases there were no 
deaths and only 2 therapeutic abortions. 

In the treatment of premature separation of the 
normally implanted placenta cesarean section is 
performed if the baby is in good condition and 
likely to survive. Otherwise, tight cervical and 
vaginal packing is done and pressure applied over 
the fundus in the form of a Spanish windlass. There- 
after, reliance is placed on expectancy and sympto- 
matic treatment. Some of the patients will die of 
toxemia no matter what is done, but when the 
described treatment is given they do not die of 
shock and the added hemorrhage which inevitably 
accompanies hysterotomy. It has been suggested 
that bleeding often stops after a simple rupture of 
the membranes. 

In conclusion the author says that the problem 
of pregnancy toxemias should be approached from 
a common point of view with uniform terminology. 
Group study should invariably be conducted by 
close coéperation between the obstetrician, the in- 
ternist acquainted with the cardiorenal aspect of the 
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problem, and the pathological, metabolic, and 
endocrinological laboratories. 
GeorGE H. GARDNER, M.D. 


Contiades, X. J.: Roentgenoscopic Study of Uri- 
nary Stasis in Pregnancy by Ascending Ure- 
teropyelography. Observations During the 
Middle Part of Pregnancy (Etude radioscopique 
de la stase urinaire gravidique par |’uretéro-pyélog- 
raphie ascendante. Observations de la partie 
moyenne de la grossesse). Gynéc. et obst., 1937, 35: 
$2. 

The study reported was made in the cases of 27 
women between the fourth and seventh months of 
pregnancy. Eleven of the women were free from 
urinary infection and 16 were suffering from serious 
pyelonephritis. The findings were essentially the 
same in all, varying only in degree. They consisted 
of dilatation of the renal pelvis, fusiform dilatation 
of the lumbar portion of the ureter, an increase in 
angulation with partial stricture at the superior 
strait, and dilatation and an increase in the cur- 
vature of the pelvic ureter. 

Max M. ZINNINGER, M.D. 


LABOR AND ITS COMPLICATIONS 


Mathieu, A., and Holman, A.: The Results of In- 
duction of Labor in 750 Cases from Private 
Practice. Am. J. Obst. & Gynec., 1937, 33: 268. 


After analyzing 750 cases of induced labor and 
comparing them with a consecutive contemporary 
series of cases in which labor was not induced the 
authors conclude that the maternal and fetal mor- 
bidity and mortality were not increased by the in- 
duction. The induction was successful in 98 per cent 
of the cases. It was apparently not responsible for 
the occurrence of any pathological condition during 
labor or the puerperium. In the last 550 inductions 
quinine was not used and the results were apparently 
not affected by its omission. 

In the last 351 cases the membranes were rup- 
tured artificially during the induction if labor did 
not start after 3 or 4 injections or if they had not 
already ruptured and there were no contra-indica- 
tions to this procedure. This contributed markedly 
to the success of the induction. 

In the last 114 cases castor oil was omitted and 
pentobarbital was given before the hypodermic in- 
jections were started. The omission of the castor oil 
in no way affected the success of the induction. Pen- 
tobarbital was of value in keeping the patient tran- 
quil and free from pain. It did not interfere with the 
success of the induction and did not affect the vital 
statistics unfavorably. 

In the total number of 750 cases was no instance 
of abruptio placente or of fetal death due to cere- 
bral injury or birth injury. The only prolapse of the 
cord occurred in the case of a patient whose mem- 
branes ruptured spontaneously. 

As many of the cases in which labor was induced 
were probably cases in which difficulty was expected 
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because of such factors as toxemia, a large baby, and 
contraction of the pelvic outlet, the maternal mor- 
bidity and fetal mortality were surprisingly low. It 
appears that the induction greatly reduced the in- 
cidence of maternal morbidity and saved the lives 
of several of the babies. The combination of induc 
tion of labor with modern analgesia and anesthesia 
and with delivery by forceps after episiotomy ap 
pears advantageous as regards maternal and fetal 
morbidity and mortality. 

In artificial rupture of the membranes there is 
danger of infection because of the necessary invasion 
of the vagina and uterus. Rupturing of the mem 
branes is hazardous to the fetus if the head is not 
engaged. Prolapse of the cord is apt to occur unless 
the rupturing is done by an experienced obstetrician 
who can fit the presenting part into the pelvis as the 
amniotic fluid is lost and who will observe the fetal 
heart during the maneuver. 

Epwarp L. Cornett, M.D. 


Vorlicek-Jelinek: Our Last Observations Concern- 
ing the Delmas Operation (Nos derniéres ob- 
servations concernant l’opération de Delmas). Rev. 
frang. de gynéc. et d’obst., 1936, 31: 1007. 

Delmas’ method of evacuating the uterus at term 
was first described in 1928. Since then many reports 
on the procedure have appeared in the French litera- 
ture. In 1934, the author’s chief, Bittmann, re- 
ported 108 cases in which it was employed. In this 
article the author reports 26 additional cases from 
the same clinic. Delmas’ chief contribution was ap- 
parently the use of spinal anesthesia for manual 
dilatation of the cervix and delivery of the baby. 
According to Delmas, spinal anesthesia causes dis- 
appearance of uterine contracture whereas it does 
not suppress, and may even stimulate, contraction 
and retraction. Spinal anesthesia suppresses the 
normal tone of the uterine cervix, thereby allowing 
painless manual dilatation with very little danger of 
laceration. 

In the 26 cases reported in this article it was 
deemed necessary to hasten labor because of changes 
in the fetal heart sounds, an abnormal presentation, 
or placenta previa. In most of them the cervix was 
dilated 2 or 3 fingers or more. Dilatation was com- 
pleted either manually or by forcing the child’s head 
down from above, a procedure easily accomplished 
under spinal anesthesia because of the relaxation of 
the abdominal wall. In most of the cases high 
forceps were used. In 5, version and extraction were 
done. Spontaneous separation of the placenta was 
the rule. In the majority of the cases the puer- 
perium was normal. 

In the total number of 134 cases reported by 
Bittmann and the author the maternal mortality 
was 2.24 per cent (3 deaths), but 2 of the deaths were 
due to causes other than the operation. The ma- 
ternal morbidity was 8.20 per cent (11 cases). Ex- 
clusive of the deaths of 5 infants which were born 
alive before term, the infant mortality was 4.4 per 
cent (6 deaths). 
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The author concludes that the Delmas operation 
is very valuable in selected cases and not dangerous 
to either the mother or the child when performed 
skillfully. Max M. ZINNINGER, M.D. 


NEWBORN 


Normark, A.: The Treatment of Pemphigus Ne- 
onatorum (Ueber die Behandlung des Pemphigus 
neonatorum). Upsala Liékaref. Firh., 1936, 42: 300. 


Pemphigus neonatorum is a contagious vesicular 
pyodermia due to the staphylococcus pyogenes 
aureus. The individual lesions heal within a few 
days even without treatment, but the disease is 
maintained by the inoculation of new skin areas by 
the virus contained in the bursting vesicles. Hence 
the aim of treatment must be the prevention of the 
autogenous infection. Opinions differ as to the 
method by which this can be best accomplished. 

Some of the methods advised depend primarily 
upon the physical properties of powders, pastes, and 
emulsions, the aim being to prevent dissemination 
of the virus thereby in a mechanical way, and 
secondarily upon the disinfecting power of such 
substances. Some Americans prefer the use of anti- 
septic solutions. Others use various dyes, alcohol, mer- 
curic chloride solution, and antiseptic ointments. Oc- 
clusive dressings, drying powders, artificial heliother- 
apy, and vaccines have been recommended. The 
results of the different treatments have been 


reported variously, and it is difficult to say which is 
the best method. The malignancy of the disease 
varies considerably in the epidemics. An appar- 


ently malignant case may terminate in recovery 
with little treatment in a relatively short time, 
while an at first apparently mild case may be very 
resistant to treatment. 
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It may well be claimed that as a rule the methods 
which aim to prevent dissemination of the virus by 
isolation of the existing efflorescences yield better 
results than those which depend primarily upon dis- 
infection of the skin. Consequently better results 
are obtained with the occlusive treatment, which 
affords better isolation, than with powders and 
pastes. Poor results from the use of occlusive dress- 
ings are caused by incomplete occlusion, mechan- 
ical irritation of the skin, and moisture and macer- 
ation of the epithelium. Large dressings will pro- 
duce heat. 

In the pediatric clinic of the Academic Hospital 
in Upsala the author treated 17 cases of pemphigus 
neonatorum as follows: 

The infants were kept dry constantly, but un- 
necessary handling was avoided. The skin was 
carefully examined for vesicles. When a vesicle was 
found it was covered with a piece of leukoplast large 
enough to extend 1 cm. beyond its edges. Small 
vesicles were covered directly, but large ones were 
first crushed between sterile dry or alcohol com- 
presses. The rest of the infant’s body was thor- 
oughly powdered with 1 per cent rivanol talcum. 
Some of the infants were given a potassium per- 
manganate bath. While the number of these was 
too small for judgment of the effects, it seems better 
to omit the baths. 

The results were good. The infants treated with 
adhesive plaster showed fewer vesicles than those 
given open treatment. The appearance of new vesi- 
cles was probably due to too late isolation of the 
primary efflorescences. In a few cases no second 
crop of vesicles was formed. In the cases treated 
by occlusion the duration of treatment was from 
four to six days less than in cases treated by other 
methods. Louis NEUWELT, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Gabrielli, S., and Girgensohn, H.: The Influence 
of Urinary Stasis upon the Diffusion of Septic 
and Aseptic Pelvic Contents into the Renal 
Parenchyma (L’influsso della stasi urinaria sulla 
diffusione nel parenchima renale del contenuto pieli- 
co asettico e settico). Arch. ital. di urol., 1936, 13: 
510. 

Gabrielli and Girgensohn state that urinary stasis 
is undoubtedly one of the most important factors in 
the pathogenesis of renal lesions. While there is an 
extensive literature concerning the mode of diffusion 
of the contents of the renal pelvis into the renal 
parenchyma, little is known regarding the propaga- 
tion of inflammatory processes originating in the 
renal pelvis because the true relationship between 
urinary stasis and ascending renal infection has never 
been clearly elucidated. 

To determine the mode of invasion of the renal 
parenchyma the authors used a series of rabbits. 
The animals were killed, and the kidney, ureter, and 
renal vein exposed and dissected out. A small can- 
nula was then introduced into the proximal portion 
of the ureter and 1 or 2 c.cm. of India ink were 
injected. 

In agreement with other investigators, the authors 
found that, in the rabbit, a sudden increase of the 
intrapelvic pressure causes a rupture at the angle 
formed by the renal papilla and the calyx (fornix), 
followed by invasion of the lymphatic and venous 
channels. However, such a rupture does not occur 
if, as the result of urinary stasis, the forementioned 
structure assumes a rounded form or if a hydrone- 
phrotic atrophy sets in. These anatomical changes 
are found to be present at the end of the first week 
following ligation of the ureter, but may be observed 
during the course of the second week in animals 
with a ureteral stenosis. 

In the normal rabbit the system of tubules in the 
kidney usually does not become injected. In gen- 
eral, the authors found that the rounding out of the 
angle formed between the renal papilla and the 
calyx (fornix) offers resistance to rupture. The pres- 
sure in the renal pelvis may become so high that it 
overcomes the forces which cause closure of the 
renal papilla. A tubular injection then results and 
increases in proportion to the degree of dilatation 
of the renal pelvis. 

With regard to the diffusion of infected pelvic 
contents, the authors state that in a normal kidney 
infection occurs very rarely. Pyelitis is almost 
always transmitted to the lymphatic system by way 
of the angle formed between the calyx and the renal 
papilla. This lymphogenic extension takes place in 
all cases of urinary stasis provided the angle formed 
by the renal papilla and the calyx does not become 
obliterated as the result of a progressing hydrone- 


phrosis. In cases of hydronephrosis the lymphangii- 
tis is completely masked because of the rapid bac- 
terial invasion of the uriniferous tubules. In a few 
hours the organisms usually reach the renal cortex 
where they set up inflammatory changes. 

If an infection of the pelvis is produced in a nor- 
mal kidney and there is a contemporaneous urinary 
stasis, rupture occurs at the angle formed between 
the renal papilla and the calyx on the second or third 
day following ligation of the ureter. The diffusion 
of the pelvic contents produces in turn a phleg- 
mon of the renal hilus and at the same time the in- 
fection spreads by way of the tubules and more 
slowly by way of the lymphatics. 

RicHarp E. Somma, M.D. 


Twinem, F. P.: A Study of Recurrence Following 
Operations for Nephrolithiasis. J. Urol., 1937, 
37: 259. 

The author reviews 314 cases in which operation 
was performed for nephrolithiasis. Recurrence oc- 
curred in 28 per cent of those treated by nephrotomy 
and 20.9 per cent of those treated by pyelotomy. 
Its incidence was greater in cases of multiple stones 
than in those of single stone. As pseudo-recurrence 
is fairly common, Twinem advises roentgen examina- 
tion on the operating table especially in cases of mul- 
tiple or staghorn calculi. In the reviewed cases, 
cystine and phosphatic stones recurred most fre- 
quently. 

Among the factors responsible for recurrence are 
infection, particularly by the bacillus proteus, and 
hyperparathyroidism. 

Twinem outlines general and specific measures for 
the prevention of postoperative recurrence of renal 
stones. DonaLp K. Hisss, MD. 


Herbst, W. P.: Surgical Procedures in Neurody- 
namic Pathology of the Upper Urinary Tract. 
J. Urol., 1937, 37: 249. 

The author presents his conception of the renal 
sympatheticotonus described by Harris and of the 
abnormal syndrome of the upper urinary tract 
which he described in 1932 and called “hyperdy- 
namic activity.’ He states that renal sympatheti- 
cotonus is best recognized from a history of colicky 
pain in the region of the kidney or ureter without 
abnormal findings on urinalysis, and by serial urog- 
raphy. Hyperdynamic’ motility is demonstrated 
by inability to fill the renal pelvis and ureter ade- 
quately by the retrograde method. Mechanical 
difficulty can be differentiated definitely only by its 
demonstration under direct vision. 

In the treatment of renal sympatheticotonus and 
hyperdynamic motility an attempt should be made 
to relieve the pain by the use of eserine, pituitrin, 
quinine, and aspirin. Relief of nervous strain and 
anxiety is important. Surgical treatment consists 
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of renal or ureteral sympathectomy. The author 
believes that when there is dilatation of the ureter or 
renal pelvis this will decrease. He considers the 
effect of presacral neurectomy uncertain. 

In the discussion of this report, WHARTON cited 
similar experiences in denervation of the ureter and 
stated that 75 per cent of the patients whom he had 
treated by ureteral denervation were completely 
cured. 

KEyYEs emphasized the lack of knowledge regard- 
ing hyperacidity of the urine and the psychological 
factors present in many cases of renal pain. 

Donatp K. Hrsss, M.D. 


Sen, S. K.: Some Observations on Decapsulation 
and Denervation of the Kidney. Brit. J. Urol., 
1936, 8: 319. 

Sen discusses the value of decapsulation and 
denervation of the kidney based on the results of 
85 cases in the department of Lichtenstern in the 
Kaufmann Hospital of Vienna. The clinical diag- 
noses in the majority of the patients were: peri- 
nephritis, hematuria of focal nephritis, nephritis, and 
hemorrhagic nephritis. Sen quotes the statement of 
Fischer, that the sympathetic nerves to the renal 
capsule act as a reflex regulation apparatus for the 
blood flow through the kidney. Decapsulation of 
the kidney in essential hematuria often gives good 
results, and the author believes that if this type of 
kidney were thoroughly examined, some type of 
lesion would always be found. Many state that 
decapsulation induces a considerable decrease of the 
blood pressure, but in the experience of Sen this is 
only temporary, so no permanent success is obtained. 

The author performs the operation under local 
anesthesia and leaves the kidney in place because he 
believes it is very important not to damage the kid- 
ney by traction or pressure. The capsule is incised 
on the convex border and stripped toward the hilum 
by blunt finger dissection. He does not believe it is 
essential to denervate the hilum vessels. Rubber- 
tube drainage of the wound is important because of 
the abundant lymph flow following operation. 

FRANK M. Cocuems, M.D. 


BLADDER, URETHRA, AND PENIS 


Randall, A., and Campbell, E. W.: Alkaline In- 
crusted Cystitis. J. Urol., 1937, 37: 284. 


Randall and Campbell report 5 cases of alkaline 
incrusted cystitis in female patients who were free 
from obstructive lesions. They call attention to the 
variability of the pH of the urine from the two kidney 
pelves and state that the ideal method of relieving 
the symptoms of this type of cystitis and obtaining 
a permanent cure is acidification of the entire urinary 
tract regardless of the causative organism. Drugs 
given by mouth and acid-producing diets are not 
sufficient to acidify the urinary tract in the presence 
of alkaline incrusted cystitis. Supplementary irri- 
gations with an acid solution are necessary. Phos- 
phoric acid has proved to be the most satisfactory. 
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A 1 per cent solution is used for the bladder and a 2 
per cent solution for the renal pelves. Weaker solu- 
tions may be necessary at first. The authors do not 
favor the implantation of acid-producing organisms 
into the urinary tract. FRANK M. Cocuems, M.D. 


Siddall, A. C.: Primary Vesical Calculus. J. Urol., 
1937, 37: 268. 


Siddall presents the findings of an etiological study 
of cases of vesical calculus treated at the Canton 
Hospital, China. He discusses the incidence of 
various endocrine diseases in South China and con- 
cludes that these conditions are of no importance 
in the formation of vesical stones. In the reviewed 
cases of vesical stone there was no evidence that the 
patients were suffering from a deficiency of Vitamin 
A, B, or D. Chemical analysis of the stones showed 
the nuclei to be composed of uric acid, urates, and 
oxylates. As it is known that the hard-working 
farmers of South China have a transient recurrent 
albuminuria, Siddall believes that this, together 
with an increased intake of food which increases the 
excretion of oxylates in the urine, may form the 
nuclei for primary vesical calculi. 

Donatp K. Hrsps, M.D. 


Ward, B.: Total Cystectomy with Transplantation 
of the Ureters into the Pelvic Colon for Malig- 
nant Growth of the Urinary Bladder: Based on 
an Experience of 7 Successful Cases. Proc. Roy. 
Soc. Med., Lond., 1936, 30: 137. 


Ward gives an excellent treatise on total cystec- 


tomy with transplantation of the ureters into the 
pelvic colon for malignant growths of the urinary 
bladder. He has had successful results in 7 cases in 
the past eleven years. He chooses the patients for 
this type of operation carefully. They must present 
a definite indication, such as infiltrating growths of 
the base and neck which have not metastasized. 
There must be sufficient renal function and the 
ureters cannot be too dilated. The patient must be 
in fair general health in order to withstand so ex- 
tensive an operation. Ward has developed a modi- 
fication of the Coffey technique, which is as follows: 

After the ureter has been freed and detached 
from the bladder, its lower end is split up on 1 side 
for 4 in., a catgut stitch is passed through its 
extreme tip and one end is cut short; the other end is 
left attached to a curved intestinal needle. A 6-in. 
length of rubber catheter, which just fits the lumen 
of the ureter snugly, is then passed up the lumen for 
3 in. and 3 in. is left hanging out; it is not fixed to 
the ureter in any way. ‘The bed in the bowel wall 
is prepared according to Coffey’s method, by expos- 
ing the mucous membrane by means of an incision 
1% in. in length through the peritoneal and muscular 
coats. An opening is then made in the mucous 
membrane at its lower end, just large enough to 
take the ureter. The needle and catgut attached to 
the ureter are passed through this opening and 
brought out through the bowel wall about '% in. 
below the end of the incision. The catgut is then 
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pulied, and by this means, and with a little manipu- 
lation, the ureter (with the catheter) is passed 
through the hole in the mucous membrane into the 
lumen of the bowel. The catgut is then kept taut 
by an assistant while the ureter is buried in contact 
with the mucous membrane with two rows of contin- 
uous catgut sutures. The catgut in the lower end of 
the ureter is stitched to the bowel wall and divided; 
this attachment keeps the ureter in place and obvi- 
ates the necessity for passing any stitches through 
its wall during the anastomosis, which procedure is 
very dangerous. This stitch is buried in the second 
row of catgut stitches which infold the ureter. The 
catheter is then carefully worked out of the ureter 
by manipulation through the bowel wall until it lies 
free in the lumen, where it is left and is usually 
passed naturally on the second day. This is easily 
done, as the catheter lies quite loosely in the ureter 
and is not fixed in any way. 

The pre-operative preparation and postoperative 
care are given in detail, as well as the technique of 
extraperitoneal and transperitoneal total cystectomy. 

FRANK M. Cocuems, M.D. 


Giraud, D.: Treatment of Strictures of the Urethra 
by Permanent Progressive Dilatation. Its Ad- 
vantages Over Internal Urethrotomy (Du traite- 
ment des rétrécissements de l’urétre par la dilatation 
permanente progressive; ses avantages sur l’uré- 
trotomie interne). J. d’urol. med. et chir., 1936, 42: 
415. 

While, with modern methods of asepsis and anti- 
sepsis, treatment of strictures of the urethra by in- 
ternal urethrotomy is rarely attended by complica- 
tions, it necessitates the introduction of a conducting 
bougie, which is not possible in all cases of urethral 
stricture. Moreover, it must be followed by dilata- 
tion with a Bénique sound, and by dilatations at 
regular intervals for some months afterward. Dur- 
ing the operation, the conducting bougie may tear 
or may be cut by the urethrotome. In some cases 
hemorrhage may occur. The most frequent post- 
operative complications are hemorrhage from the 
posterior urethra and infection, and occasionally 
these are sufficiently severe to cause death. There 
is danger also that the stricture may recur because of 
injury of the tissues by the operation. 

In progressive dilatation of the urethra each 
bougie or sound introduced is left zm situ until a 
larger instrument can be introduced without causing 
trauma to the tissues. First, the anterior portion 
of the urethra is carefully washed out. Then, a 
small-sized bougie is introduced. If even the small- 
est instrument cannot pass the stricture, from 10 to 
15 c.cm. of gomenol oil are instilled under slight 
pressure and the meatus is closed for a few minutes 
until a small filiform bougie can be passed. If 
necessary, the bougie may be left in place for from 
six to twelve hours. At the end of that time a small 
sound (No. 6 or 8) can be passed easily. After from 
twenty-four to forty-eight hours a larger sound can 
be introduced. This process is repeated until the 
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caliber of the urethra at the site of the stricture is so 
enlarged that a No. 23 or 25 sound can be intro- 
duced. Usually the sound can be replaced by a larger 
sound every morning. A sound that is too large and 
passes only with difficulty should not be used. 
Throughout the treatment the patient should be kept 
in bed. Heshould be given a urinary antiseptic, such 
as salol or urotropin, and plenty of fluid. A suspen- 
sory should be worn to prevent orchitis and epididy- 
mitis. As a rule the treatment can be completed by 
the tenth or eleventh day. For some time afterward, 
dilatation of the urethra should be done once a week 
with a No. 16 or 18 bougie. Frequently the patient 
may be taught to do this himself. 

Some of the author’s patients treated by the de- 
scribed method have been under observation for a 
year. The dilatation has been done every two or 
three months. It has always been possible to intro- 
duce with ease a Bénique sound of the same caliber 
as the sound last used in the first course of treatment. 

Any physician may employ the method. All the 
equipment necessary is a variety of sounds of dif- 
ferent sizes. Phillip’s sounds are well adapted for 
the purpose, but other types may be used. The 
sounds can be easily sterilized by formol vapor or 
trioxymethylene. In order to prevent irritation of 
the urethral mucosa, they should be dipped in boiled 
or sterilized water before being used. 

When care is taken to employ sounds of the right 

size that pass easily, and to obtain asepsis, infection 
and hemorrhage are rare and of a mild type. The 
treatment gives good immediate results, and its late 
results are at least as good as those obtained with 
urethrotomy. After the use of either method, ure- 
thral dilatation every three to six months is advisable 
for the rest of the patient’s life. 
. The author has used progressive dilatation in 
urethral strictures of all types, traumatic, infectious, 
and congenital, even strictures complicated by fis- 
tula or infection. The only contra-indications are 
acute urethritis and acute orchitis. 

With regard to possible complications of the 
method, Giraud states that in the passage of the 
first bougie a false route may be formed by rupture 
of the urethral mucosa or deeper tissues, but this 
may be avoided by lubrication and by great care 
and gentleness in passing the .bougie through the 
stricture. During the dilatation there may be con- 
siderable urethral pain, and after the sound is in 
situ painful erections may occur. In some cases the 
pain may be relieved by using softer sounds, and in 
cases with irritation of the bladder neck, by the use 
of belladonna suppositories. For relief of the erec- 
tions the administration of camphor bromide may 
be necessary. If there is any suppuration in the 
urethra, the sound should be changed and the 
urethra irrigated with an antiseptic solution. If 
acute orchitis and epididymitis develop, it may be 
necessary to interrupt the treatment until they sub- 
side under suitable therapy. If a sound shows de- 
terioration on removal, the bladder and urethra 
should be irrigated before a new sound is introduced. 
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Infection may develop after removal of the last 
sound, but with careful asepsis and antisepsis in the 
use of the sounds and the administration of urinary 
antiseptics during the treatment, this complication 
should be avoided. Occasionally there may be re- 
tention of urine after removal of the last sound. 
This can usually be overcome by the use of local or 
general warm baths. Occasionally a catheterization 
is necessary, for which a catheter of smaller size than 
the sound last used in treatment should be em- 
ployed. 

The author reports 7 illustrative cases of urethral 
stricture in which the described treatment was em- 
ployed successfully. In 4, the stricture was of gonor- 
rheal origin and in 3, of traumatic origin. 

In conclusion Giraud says that while urethrotomy 
requires the services of a surgeon, special instru- 
ments, and hospitalization, treatment by progressive 
dilatation can be carried out by any physician with 
ordinary equipment wherever he may be practicing. 

AtIcE M. MEYERS. 


Goldstein, A. E., and Abeshouse, B. S.: Primary 
Carcinoma of the Male Urethra. Ann. Surg., 
1937, 105: 213. 

The authors report a case of carcinoma of the 
male urethra in detail and review the literature on 
the condition. The cause of the lesion is apparently 
no different from that of other carcinomas of the 
urinary tract. Squamous-cell carcinoma, the most 
common type of malignant tumor of the male 
urethra, occurs most frequently in the perineal 
urethra. Metastases by way of the lymphatics are 


usually formed late, but are found in nearly every 
case. As a rule the patient consults the physician 
because of symptoms due to obstruction. There is 


no distinct early syndrome. The diagnosis is es- 
tablished definitely by urethroscopic examination 
and biopsy. 

The authors believe that early radical surgical 
treatment offers the best chance of cure except in 
cases of tumor of the anterior urethra, which may be 
treated by electrocoagulation or radium irradiation. 
The prognosis depends upon the location and dura- 
tion of the growth and the degree of metastatic in- 
volvement. Donatp K. Hrsss, M.D. 


Pampari, D.: A Case of Gangrene of the Penis 
Caused by Actinomyces (Un caso di gangrena 
della verga da actinomyces). Arch. ital. di chir., 
1936, 14: 357- 

After reviewing the various causes of gangrene of 
the external genitalia, the author reports a case of 
gangrene of the penis of a man sixty-four years of 
age. The patient was a buyer of animals who had 
spent some time in the Appenines among shepherds 
and farmers. He first noticed a hard induration on 
his penis about six weeks before the beginning of his 
acute illness, but paid no attention to it as it did 
not trouble him. On May 26, seven days before his 
admission to the hospital, he complained of malaise 
and a burning pain in the prepuce. In the evening the 
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penis was swollen. The next morning, a physician 
who was called found the penis markedly swollen 
and cyanotic. The next day the condition grew 
worse and the patient fell into a condition of agita- 
tion which, on the third day, changed to a stupor 
similar to coma. On his admission to the hospital, 
he was in a stuporous condition with a temperature 
of 38 degrees C. and a pulse of 110 with some ar- 
rhythmia. He frequently hiccoughed. The penis 
was gangrenous except for about 2 cm. at the root. 
The scrotum was swollen but not gangrenous. There 
were signs of uremia, for which treatment was given 
after catheterization. The urine was wine colored 
and very concentrated. Under treatment, the kid- 
ney condition improved. On the third day, a line 
of demarcation began on the penis. On the twentieth 
day, all of the penis beyond a point about 3 cm. from 
the root was eliminated. As the wound healed very 
slowly, the stump was covered with skin from the 
scrotum by a plastic operation in two stages. The pa- 
tient was discharged in good condition on August 20. 

Histological and cultural examinations of the 
tissues showed actinomyces. 

The author states that in a2 review of the litera- 
ture he was able to find records of only two other cases 
of actinomycosis of the penis and in neither of these 
was the condition followed by gangrene. 

AupREY Goss Morcan, M.D. 


GENITAL ORGANS 


Schmidt, A.: Operative Treatment of Hermaph- 
roditism (Operative Behandlung des Hermaph- 
roditismus). Orvosi hetil., 1936, p. 7109. 

At the Verebely Clinic in Budapest plastic opera- 
tions were performed on 3 hermaphrodites during 
the last few years. One of the patients belonged to 
the group of masculine-external hermaphrodites, 
the second to the masculine-tubular-and-external 
hermaphrodites, and the third to the feminine- 
external hermaphrodites. 

On the basis of these cases as well as the relevant 
literature, the author believes that the origin of 
hermaphroditism has not as yet been fully explained. 
The cause of bi-sexualism, as well as of doubtful 
sexuality, is a developmental disturbance of the 
genital organs. Hermaphrodites are generally of 
small stature, from 140 to 150 cm. in height in the 
adult stage. Exaggerated eunuchoid development 
seldom occurs. Generally they have a feminine 
character. The feminine character is brought about 
by the secondary sex characteristics, such as, pecu- 
liarities of the skeletal system, the distribution of 
fat, the mammary glands, the hair, the larynx, and 
the voice. The sexual function of hermaphrodites 
of masculine character is hardly disturbed. Some- 
times the developmental disturbances of the sexual 
organs may cause urinary retention or incontinence. 
Disturbances in the life of the hermaphrodite usually 
make their first appearance at the time of puberty. 
It is the duty of the physician to determine the sex. 
This is often a difficult, but nevertheless, very im- 
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portant problem from the legal and general humane 
standpoints. The operative treatment does not 
always give satisfactory results. The object of the 
operative procedure is to make the sexual organs 
adaptable for sex life. Attempts to produce im- 
provement in the rudimentary sex glands are un- 
successful; and since the rudimentary glands are 
disposed to undergo tumorous degeneration and 
exert only a very slight hormonal influence, the 
author believes it is best to remove them. 

The external genital organs may be made adapt- 
able for sex function by various plastic methods. 
When the feminine character is to be stressed, the 
penis-like clitoris is removed and the narrowed 
vagina is widened, and in some instances a new 
vagina is formed by employing the small intestines 
or the rectum. 

In order to obtain the male-sex characteristics, 
the penis which is bent downwards is straightened 
out, the narrow blindly ending vagina is either 
removed or closed, a new urethra is formed, and in 
some cases a scrotal sac is also formed from the 
labium majus. As to the internal sex organs, re- 
moval of the rudimentary uterus and structures 
resembling the ovaries is often necessary. 

(E. IttEs). Harry A. SALZMANN, M.D. 


Spangaro, C.: Myomatosis of the Prostate as a 
Pathogenetic Factor in the So-Called Hyper- 
trophy of the Prostate (La miomatosi della pros- 
tata quale fattore patogenetico della cosidetta 
ipertrofia prostatica). Clin. chir., 1936, 12: 825. 


The author describes the development of the 
prostate through the different stages of life and then 
presents a detailed discussion of cases of prostatic 
hypertrophy which he illustrates with photomicro- 
graphs. He concludes that in quite a high percent- 
age of prostates a progressive change which may be 
considered pathological occurs after the fifth decade. 
This is the so-called hypertrophy. It consists of a 
tumoral proliferation of the smooth muscle tissue 
which, by mechanical action, causes first stagnation 
of the secretion and then dilatation of the alveoli 
with consequent flattening of the epithelial cells. 

Though he admits a possible concomitant prolif- 
eration of these cells under the stimulus of the newly 
formed muscle tissue, he thinks the lesion is pre- 
dominantly a primary myoma of the stroma of the 
prostate gland followed by dilatation of the gland 
cavities. He therefore proposes calling the condition 
“senile cystic myomatosis,” a term which he thinks 
is more descriptive of the complex process than the 
terms “hypertrophy” or ‘“‘adenoma”’ of the prostate. 

AvupREY Goss Morcan, M.D. 


Kolmert, F.: Cancer of the Prostate (Cancer pros- 
tatae). Upsala Liékaref. Forh., 1936, 42: 285. 


The author reports a clinical study of 75 cases of 
carcinoma of the prostate which were treated at the 
surgical clinic of the University of Upsala during 
the period from 1923 to 1935. Only cases’ with a 
definite diagnosis were included. The 67 patients 
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who died were between fifty-four and eighty-eight 
years of age; 49 were between sixty-four and seventy- 
eight years. The onset of symptoms occurred be- 
tween the fiftv-fourth and eighty-third years of age; 
in 40 cases the disease started between the sixty- 
fourth and seventy-third years. In the majority of 
the cases the duration of the disease was from two 
to three years. 

The symptoms were principally those of hyper 
trophy of the prostate. The author states that can 
cer should be suspected when the patient gives a 
short history of burning and pain on urination with 
out a previous history of dysuria. Pain in the back 
and legs and hematuria are not early signs. The 
metastases are usually osteoplastic bone metastases 
in the lower part of the spine, the pelvis, and the 
upper part of the femur. 

Bone metastases occur even in carcinoma develop- 
ing from a benign adenoma. Of the patients whose 
cases are reviewed, 23 (nearly one-third) had 
metastases at the time of their admission to the hos- 
pital. Of these, 15 had had urinary disturbances for 
six momths at the longest, and 2 had never suffered 
from such disturbances. 

A positive diagnosis of cancer of the prostate can 
seldom be made on the basis of the findings of pal 
pation alone. The author suggests the Barringer 
method of puncture of the prostate and Young's 
method of rectal palpation against the cystoscope. 
Of the 75 cases reviewed, 11 were not diagnosed be- 
fore operation. 

Twenty-six of the patients were operated on. Of 
the 4 deaths related to the operation, 3 were due to 
pulmonary embolism. Fifty per cent of the patients 
treated surgically came to operation with a diag- 
nosis of hypertrophy of the prostate. The longest 
duration of life after operation was three and a half 
years. 

In the cases of patients who could not be operated 
on and of those with recurrences or metastases, 
x-ray treatment was given to prolong life. Irradia- 
tion proved superior to other treatment for pro 
longation of life and relief of the symptoms. Of the 
patients operated upon, 50 per cent developed a 
recurrence or metastases. Louts NEuWELT, M.D. 


Van Bogaert, L., Van Cauteren, C., and Scherer, 
H. J.: The Generalized Plastic Form of Metas- 
tases from Cancer of the Prostate (La form 
osteoplastique generalisé des metastases du cancer 
prostatique). Presse méd., Par., 1936, No. 92: 1816. 


The authors report a case of bony changes occur- 
ring in the spine, pelvis, ribs, and long bones of a 
man forty-four years of age. The symptoms were 
pain which at first was limited to the extremities, 
but later occurred in other parts of the body. The 
x-ray findings and clinical symptoms were those of 
Paget’s disease of bone. Only once during the period 
of observation were there any urinary symptoms. 
These were quickly relieved by urotropin. 

Autopsy disclosed a very small hard carcinoma of 
the prostate with extensive metastases in the ab 
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dominal lymph glands, liver, lungs, and almost the 
entire skeleton. 

The authors state that in Paget’s disease as com- 
pared with osteoblastic carcinoma the general con- 
dition remains better and the cachexia of malig- 
nancy is not present. The bony changes are of a 
more fragile type and not of the ivory-like char- 
acter of those occurring in the latter condition. The 
high blood phosphorus found in Paget’s disease is 
not diagnostic as in their case of prostatic carcinoma 
the blood phosphorus was from 8 to to times the 
normal. THEOPHIL P. GRAUER, M.D. 


Nitch, C. A. R.: The Conservative Treatment of 
Carcinoma of the Prostate. Brit. J. Urol., 1936, 
8: 320. 

Operative measures for the radical cure of carci- 
noma of the prostate can be carried out only in a 
small proportion of the cases. In the author’s experi- 
ence the results of radical operation are disappoint- 
ing. Conservative treatment comprises (1) irradia- 
tion, (2) surgery, and (3) surgery combined with 
irradiation. 

The best results from x-ray therapy are obtained 
by the 5-field-maximum method of Holfelder and 
Reisner. The immediate results of x-ray therapy are 
often excellent, but the ultimate results are disap- 
pointing. 

The results from radium therapy are better. The 
author applies 14 mgm. of radium on the posterior 
and lateral surfaces of the prostate by inserting nee- 
dles after perineal exposure of the prostate. He also 
applies 50 mgm. to the vesical surface of the prostate 
by means of a metal box, and 5 mgm. to the prostatic 
urethra by insertion. 

Conservative surgery consists of ureteral trans- 
plantation, either into the bowel or the skin, when 
the ureteral orifices become involved in the cancer; 
and suprapubic cystotomy or transurethral resec- 
tion for palliative relief of bladder neck obstruction. 

It is probable that in the future electroresection 
followed by some form of irradiation, will be the 
method of choice. Tueopuit P. Graver, M.D. 


MISCELLANEOUS 


Carroll, G., Lewis, B., and Kappel, L.: Mandelic 
Acid as a Urinary Antiseptic. J. Am. M. Ass., 
1936, 107: 1796. 

The authors report their clinical experience with 

50 cases of pyuria treated by mandelic-acid therapy. 

Their method of administration of the drug is out- 
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lined. They believe that the results obtained indi- 
cate that mandelic acid is definitely superior to 
other drugs in urinary infection. Apparently it is 
most effective against the colon bacillus and less 
effective against the staphylococcus, bacillus pro- 
teus, and bacillus pyocyaneus. 

In a large percentage of their uncomplicated cases 
the “sterile urine”’ yielded cultures in from four to 
twelve days. Manifestly, cases of renal stones, 
kinked ureter due to movable kidney, prostatic 
hypertrophy, bladder diverticula, and stricture of 
the ureter or urethra—all found in the group studied 
—required more treatment than the administration 
of mandelic acid, but the latter, when indicated, 
was found most helpful in decreasing the operative 
risk, making the patient more comfortable, and 
shortening the length of the illness. 

Joun G. CHEETHAM, M.D. 


Dolan, L. P.: Experiences with Ammonium Man- 
delate in Urinary Infections: A Report of Re- 
sults Obtained in 16 Cases of Various Types of 
Infections Regardless of the Existing Patho- 
logical Condition. J. Am. M. Ass., 1936, 107: 
1800. 


The author describes his experience, reporting in 
detail 16 cases of various types of urinary-tract in- 
fections which he treated with ammonium man- 
delate. He gives a bacteriological summary, and 
concludes that colon-bacillus infection yields more 
readily to ammonium mandelate than to the other 
drugs usually employed. He notes also that although 
the colon-bacillus infections respond very satisfac- 
torily, the coccus infections do not respond so 
readily. 

While mandelic acid appears to be more effective 
in cases of urinary infection unassociated with uri- 
nary obstruction, the author reports 3 cases in which 
obstruction was present, and the therapeutic results 
were very good. The author believes that the appar- 
ent cure resulting in these 3 cases was due to the fact 
that the drug was held in place longer, thus giving 
its bacteriostatic powers a longer time in which to 
function. The same reasoning seems logical in cases 
of diverticula of the bladder in which good results 
were obtained. 

Because of the short period of time that these 
cases were followed, the good results were designated 
as apparent cures. Recurrence has been noted in 
some instances. Possible complications, such as 
hematuria, must be kept in mind. 

Joun G. Cueetuam, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Levine, R. S.: Dyschondroplasia (Ollier’s Congenital 
Dystrophy) (Dyschondroplasie—Perturbation de 
la croissance d’Ollier). Rev. d’orthop., 1937, 24: 30. 


Levine states that very few cases of the dyschon- 
droplasia first described by Ollier in 1899 have been 
reported in the literature. To 28 collected cases, 
including the first 2 described by Ollier, he adds the 
case of a four-year-old girl. In the latter, shortening 
and enlargement of the right leg were first noticed 
when the child began to walk at the age of thirteen 
months. Roentgenological examination showed 
changes typical of Ollier’s dyschondroplasia, which 
were most extensive in the bones of the right lower 
extremity. 

The author describes the symptoms and patho- 
logical changes in dyschondroplasia on the basis of 
his own case and the 28 cases he has collected. 

The condition is found only in children. As a rule 
the child is otherwise in good health. The age at 
which the children have come under medical ob- 
servation has varied from two and a half to thirteen 
years. However, the characteristic shortening of 
the limb is usually observed by the parents when 
the child begins to walk, as in the author’s case. 
No evidence of hereditary transmission of the con- 
dition has been found. 

The limb affected shows shortening and enlarge- 
ment. Because of the shortening of the limb, 
deformity of the joints occurs. Of the cases re- 
ported to date, 4 have shown genu varum;6 (including 
the author’s case), genu valgum; and several (in- 
cluding the author’s case), coxa valga or talipes 
valgus or varus. It is to be noted that when opera- 
tion has been done for genu valgum, the origin of 
the deformity has not been discovered. This was 
true in the case of the author’s patient, who had 
been operated at the age of two years and ten 
months, and also in a case reported by Jansen, in 
which two operations had been done for the knee 
deformity. Palpation may show thickening of the 
metaphyses of the long bones, but if the small bones 
of the hand or feet are affected, no thickening is 
palpable. 

The condition is entirely painless. On neuro- 
logical examination, the reflexes and sensation are 
found normal. There is neither muscular atrophy 
nor paresis. Although it was formerly supposed that 
only one side of the body was affected, recent 
investigations have shown that there may be 
multiple lesions in many’ parts of the skeleton. 
Both extremities or only the lower extremity on one 
side or both lower extremities may be affected. 
According to Bojesen’s statistics, the condition is 
more frequent in girls than in boys. In a number 
of cases asymmetry of the face has been noted. 


The roentgenological findings are typical, showing 
multiple lacune in the bone, of different shapes and 
sizes, isolated or in groups. These are seen in the 
center of the bones or at the metaphyses of the lorg 
bones or the diaphyses of the small bones. The bor- 
ders of the areas are clearly defined. The areas 
show no definite structure and no periosteal reac- 
tion. The disease is located most frequently in the 
femur and the tibia, and next most frequently in 
the metatarsals, metacarpals, phalanges, the iliac 
bone, the radius, the ulna, the scapula, and the ribs. 
It is only occasionally that the calcaneum, the os 
pubis, or the ischium (author’s case) is affected. 
Jansen reported involvement of the bones of the 
skull. In no case has there been involvement of the 
clavicles or the vertebre. 

Of the 29 recorded cases, specimens were ob- 
tained for examination in 7. In the author’s case, 
the specimen was obtained from the crest of the 
ilium; in 27 cases, from the metaphysis of the tibia; 
and in 1 case, from a finger. The histological picture 
showed a cellular hyalin cartilage. In some cases 
there was a lobular arrangement; in others, the 
cells were enclosed in capsules. In the author’s case 
encapsulation of groups of cells was observed. The 
structure resembles that of a chondroma, but signs 
of inflammation or malignancy have never been 
observed. 

The diagnosis 01 dyschondroplasia can be made 
only by roentgenographic examination. The con- 
dition should be suggested by the occurrence, in a 
child, of shortening and deformity of an extremity 
without definite cause. The roentgen picture is 
quite characteristic, differing from that of atypical 
bone tuberculosis, von Recklinghausen’s disease, 
and rickets. It resembles most closely the picture 
of multiple chondromatosis. However, multiple 
chondromatosis is rarely found to be localized in 
the long bones. 

Dyschondroplasia is considered due to some inter- 
ference with the normal process of ossification in 
the fetus. Recent investigations have indicated that 
the cause may be a trophoneurosis. 

The prognosis of dyschondroplasia with regard 
to life is good. Patients who have been under ob- 
servation for several years have shown that the 
condition is benign, and that new foci do not develop. 
In some cases the focal lesions have diminished in 
size, and in a few have been replaced by normal 
bone. 

The author examined his patient twenty months 
following the first examination. No new lesions 
had developed, but the original lesions showed no 
change. As the normal limb developed, the shorten- 
ing and deformity of the affected limb became more 
marked. The use of orthopedic appliances is often 
necessary because of the deformity. 

Avice M. Meyers. 
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Artus-Cristiani, C.: The Traumatic Etiology of 
Myositis Ossificans (Les myosites ossifiantes, 
leur étiologie traumatique). Lyon chir., 1937, 34: 
$: 

After briefly reviewing the literature on myositis 
ossificans, the author reports 2 cases in detail. He 
defines the condition as intramuscular bone forma- 
tion following single or repeated trauma. The types 
of single trauma include external blows, fractures, 
and sudden muscular contractions leading to rup- 
ture. Among the repeated insignificant traumas 
which may cause the condition are those of the 
thighs of equestrians, the biceps of athletes, the 
flexor muscles of the arms and shoulders of soldiers, 
and the prepubic region of boot and saddlemakers. 
The location of the pathological bone formation 
depends upon the subject’s occupation, the special 
disposition of certain muscles, and predisposition. 
The condition occurs most frequently in young 
males. The trauma is followed by rapid indur- 
ation of the muscle in direct proportion to the 
degree of the injury. As a rule the bone for- 
mation may be demonstrated at the end of from 
two weeks to two months. It may pass un- 
noticed or be manifested by limitation of move- 
ments and pain or be discovered by roentgenological 
or pathological examination. If the osseous new 
formation is connected with the skeleton, such 
conditions as exostosis and ossification of pro- 
liferating cicatrices must be ruled out. The lesion 
may be united to the skeleton by a fibrous process 
or may be isolated in the muscle as a metaplastic 
process. 

The intramuscular bony lesion varies in size. As 
a rule it does not exceed the size of a fist, but in 
some cases may attain 20 cm. It varies also in 
shape, but in extent it never surpasses the injured 
area. It develops at the site of the hematoma, which 
is supposed by some to be a predisposing cause. It 
may be surrounded by a capsule or made up of 
fragments separated by connective or muscular 
tissue. The bone formation may occur either by 
direct transformation of connective tissue (fibro- 
plastic ossification) or by transformation of cartilage 
(enchondral or chondrometaplastic ossification). 
When the homogeneous fundamental substance 
absorbs calcium the identity with bone tissue be- 
comes complete. Between the trabeculae a marrow 
develops. This may be fascicular, fatty, or gelati- 
nous. The elements of true bone marrow are rare. 
Giant stellate cells on the surface of the trabecule 
correspond to the osteoclasts of skeletal bone. As a 
rule the structure is irregular, but occasionally it 
shows a tendency to be lamellar and sometimes 
shows even a primary and secondary haversian 
system. The bone cells are larger than normal. 
Occasionally the bony mass is covered by a fibrous 
membrane and surrounded by muscle fibers, many 
of which are markedly altered. 

The author gives a detailed review of experimen- 
tal studies and theories of the pathogenesis of the 
condition, 
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In the first case he reports, that of a man sixty- 
six years of age, a hematoma developed following 
a fracture of the femur. Four weeks after the injury 
a roentgenogram showed that muscular interposi- 
tion was hindering union. Operation revealed ex- 
tensive myositis ossificans of the vastus and ad- 
ductor muscles. A few days later the patient died 
of intercurrent disease. Autopsy confirmed the 
diagnosis. 

The author’s second case was that of a man 
twenty-three years of age who was kicked by a 
horse on the anterior surface of the right thigh. As 
the pain seemed to be increasing after several 
weeks, an examination was made. Palpation re- 
vealed a hard tumor adherent to the deeper layers. 
On its removal about three months after the acci- 
dent, the tumor was found to contain 2 fragments 
of bony tissue. Microscopic examination showed 
periosteum surrounding a cortical area traversed by 
haversian canals, trabecule limiting a fatty marrow, 
a cartilaginous zone, and a zone of transition from 
cartilage to bone. EpitH ScHANCHE Moore. 


McGregor, L.: Rotation at the Shoulder. Brit. J. 
Surg., 1937, 24: 425. 

The author analyzes the movements at the 
humeroscapular joint. He states that rotation of 
the head of the humerus receives little attention in 
modern surgical textbooks. Martin, in 1932, showed 
that, whereas abduction of the humerus to a right 
angle can be carried out whether the bone is rotated 
in or out, the second 90 degrees of abduction cannot 
be effected unless the humerus is fully rotated out- 
ward. During the second 90 degrees of abduction 
the greater tuberosity of the humerus comes into 
contact with the acromion and the coraco-acromial 
ligament, and further abduction can occur only if 
the tuberosity slides under the acromion, which it 
can do only by passing backward (lateral rotation 
of the humerus). 

For full flexion of the arm to the vertical, internal 
rotation is essential. The reason is that, when the 
arm is flexed in external rotation, the lesser tuber- 
osity of the humerus covered by the subscapularis 
impinges against the costocoracoid ligament and 
can roll under this obstruction only by rotating in. 

Since flexion of the arm is as dependent upon 
internal rotation as abduction is dependent upon 
external rotation, a mid-position of the humerus 
should be sought. In the mid-position between 
right-angled abduction and right-angled flexion the 
humerus can be elevated to a right angle and a 
half, whether the bone is rotated in or out. 

With regard to rotation of the humerus with the 
arm in different positions, the authoy states that, 
when the arm is vertical, no rotation is possible, 
but as soon as the limb begins to move downward, 
whether in the frontal or sagittal plane, rotation 
may occur and its range increases until the maximum 
is attained with the limb dependent. 

Consideration of the actions performed daily 
shows that human beings seldom use the move 
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The mid-position of the humerus. This is the optimum 
position for the treatment of most lesions of the shoulder 
joint. 


ments of pure flexion of abduction, but move the 
humerus in some plane between these extremes, the 
most generally useful being a plane about midway 
between them. 

The position most widely accepted as the optimum 
position for the treatment of lesions of the shoulder 
joint not considered likely to end in ankylosis is 
right-angled abduction with full external rotation. 
In discussing the disadvantages of this position the 
author states that, because of the anatomical fea- 
tures of the joint, particularly the osseofibrous arch 
which overhangs it, and the large tendons and 
muscles which lie on, or are incorporated with, the 
joint capsule, there is normally only just enough room 
for the execution of the complex movements of the 
humeral head beneath the overhanging arch. When 
the joint is sprained, there is an infiltration in and 
around the joint capsule so that movement at the 
joint causes pressure by the overhanging arch on 
exquisitely sensitive structures. With an increase in 
the pressure the pain becomes more severe. The 
pressure is greatest where tendons attached to the 
tuberosities pass under the coraco-acromial arch in 
the position of right-angled abduction. External 
rotation introduces the added factor of tension on 
the ligaments on the front of the joint and the 
medial rotators such as the subscapularis. 

The position for the treatment of acute injuries 
of the shoulder joint should place the abductors at 
rest, relax the injured muscle, and prevent adhe- 
sions in the dependent pouch of the joint capsule. 
Moreover, it should be such that if stiffness occurs 
the disability will be minimal. The author believes 
that, on anatomical, physiological, and functional 
grounds, the optimum position is the mid-position 
in which the arm is at right angles to the body, 
midway between the position of right-angled ab- 
duction and right-angled flexion, and the forearm is 
in mid-position between full external and full in- 
ternal rotation. In this position the supraspinatus 
and the biceps are relaxed. As neither of the tuber- 
osities of the humerus is engaged beneath the coraco- 


acromial arch, pressure is avoided, and as the cap- 
sule and its ligaments and the rotators of the joint 
are relaxed, tension is prevented. 

Harvey S. ALLEN, M.D. 


Grinnell, R. S.: Acute Suppurative Tenosynovitis 
of the Flexor Tendon Sheaths of the Hand. 
Ann. Surg., 1937, 105: 97- 

Grinnell has carefully reviewed a series of 125 
cases of tendon-sheath infections. In 92 per cent of 
the cases the infection followed trauma which was 
usually insignificant in character. In 47 per cent 
the wounds of entrance were in or close to the flexor 
creases of the fingers. Infection or injury in the 
distal closed space accounted for 19 per cent of the 
series. The right hand was involved twice as often 
as the left. 

Early diagnosis of tendon-sheath infection is im- 
portant. Primary infections, when implanted 
directly into the sheath, showed classical signs of 
tendon-sheath involvement. Secondary infections, 
in which the sheath was involved by extension from 
a neighboring infection, were more difficult to diag- 
nose. Failure to recognize tendon-sheath infection 
at the outset and consequent delay in operation are 
probably the main causes of the poor results. 

The results in this series are divided into 4 groups 
suggested by Cleveland. More than one third of 
the cases (35 per cent) fell into Group 1, poor results 
which include death, amputation, and deformed, 
stiff, often painful fingers without motion at the 
interphalangeal joints and little at the metacarpo- 
phalangeal joint. Forty-eight per cent were classified 
as belonging to Groups 2 and 3, fair and good results 
with from nearly complete to complete motion at 
the metacarpophalangeal joint and no motion to 
slight active motion at the interphalangeal joints. 
Seventeen per cent belonged to Group 4, with an 
almost complete return of function. 

Tendon necrosis, found in 52 per cent of the cases, 
occurred more often in secondary than primary 
types. The comparison between the incidence of 
tendon slough and the results showed a close rela- 
tionship. Eighty-nine per cent of the cases in Group 
I presented tendon necrosis. 

Streptococcus hemolyticus was present in 45 
cases, a staphylococcus in 39, and mixed infections 
in 13. The cases of mixed infections presented poor 
results. Tendon necrosis occurred about equally as 
often in staphylococcus as in streptococcus infec- 
tions, but much more frequently in mixed infections. 
A staphylococcus was present more frequently in 
secondary tenosynovitis. 

The best results were found in the thumb and the 
poorest in the fifth finger. 

There were 13 cases of radial bursitis in which the 
results were surprisingly good, while 8 cases of ulnar 
bursitis showed very poor results. In 10 cases of 
infection of both the radial and ulnar bursa the 
results were extremely poor. In all but one of the 
last cases the infection spread from the radial to the 
ulnar bursa. 
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The average duration of the tenosynovitis before 
operation was 6.2 days. The average delay before 
operation in Group 4, with resulting normal func- 
tion, was 3.4 days as compared to 9.3 days in Group 
1, with poor results. The comparison of cases with 
and cases without tendon necrosis showed the im- 
portance of the time factor. The poor results were 
found in the old-age group. Likewise, tendon 
necrosis was more frequent in this group. 

The results of post-operative treatment indicated 
that sterile wet dressings gave better results than 
soaking the hand. 

Only 1 death occurred in the series. There were 
3 arm and 8 finger amputations. The author states 
that a stiff finger if ankylosed in optimum position 
is more useful and preferable than an amputation 
stump. The thumb should never be amputated. 

Osteomyelitis occurred in 38 per cent of the cases 
and was often multiple. The middle phalanx was 
involved most frequently. Suppurative arthritis, 
usually in the distal interphalangeal joint, occurred 
in 29 per cent of the cases. 

The streptococcus hemolyticus was the re- 
sponsible organism in most of the severe complica- 
tions. It was present in 3 cases of tenosynovitis 
secondary to human bites on the dorsum of the 
hand. All 3 cases showed extensive tendon slough- 
ing, osteomyelitis, and suppurative arthritis, and the 
results were poor. 

Extension of the infection from the sheath to the 
fascial spaces of the hand occurred frequently. The 
thenar space was involved in 15 cases and the mid- 
palmar, in 4. Extension into the soft tissues of the 
arm occurred 9 times, but added little to the later 
disability. Extension from the volar to the dorsal 
surface of the hand occurred in 10 cases, by way of 
the lumbrical muscles, the webs, and the joints. 
Extension from the dorsal to the volar surface 
occurred only in 3 human-bite cases. 

In the surgical technique the incisions were usually 
multiple, short, and anterolateral over the proximal 
and middle closed spaces in the fingers, and a single 
midline incision was made over the sheath in the 
palm. The burse about the wrist were drained, as 
advocated by Kanavel, by lateral incisions. ‘The 
average period from operation to complete healing 
was 53 days. It was nearly twice as long in the cases 
with tendon necrosis as in those without. 

Localized tenosynovitis occurred in 24 cases, 
most commonly in the first and fifth fingers. In all 
but 6 of these 24 cases the infection was definitely 
of the secondary type and was probably caused by 
adhesions within the sheath developing in the pres- 
ence of a slowly invading infection from without. 
The results in these cases were better than average. 

In 28 cases the tendon sheaths were not com- 
pletely drained, and in 17 a later operation was 
required. The most common error was failure to 
drain the palmar portion of the tendon sheath in 
infections of the second, third, and fourth fingers. 
The end results in these 28 cases were poorer than 
the average. 
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Contamination at operation of uninfected por- 
tions of the sheath did not alter the results very 
appreciably. When doubt exists as to whether the 
infection is limited to a part of the sheath, it is far 
better to incise the whole sheath even if it may 
prove to have been unnecessary. Also in doubtful 
cases of tenosynovitis it is much wiser to operate 
than delay. 

Delay before operation is probably the most im- 
portant cause of poor results. Other causes are 
secondary infections, the late removal of drains, 
incomplete drainage of the tendon sheath, im- 
properly placed incisions, and delay in starting 
active motion of the fingers. 

The author had 7 cases of gonoccocus tenosyno- 
vitis, all with hematogenous infections. None of 
the cases developed tendon necrosis or any other 
complications, and the results obtained were un- 
usually good. Harvey S. ALLEN, M.D. 


Buchman, J.: Platyspondyly. Arch. Surg., 1937, 34: 
23. 

Platyspondyly is a congenital anomaly consisting 
essentially of a widening of the vertebral body. The 
condition was first described by Putti in roro. 

For a clear understanding of this maldevelopment 
it is necessary to consider the embryology of the 
spine in its membranous, cartilaginous, and osseous 
stages. Its genesis may be attributed to a failure or 
a delay in the fusion of the lateral halves of the 
vertebral anlagen at the membranous stage of 
embryonic development. Thus a failure of fusion of 
the posterior arches causes spina bifida, and a failure 
of fusion of the vertebral bodies causes somatoschisis, 
while a delay of fusion causes the widening of the 
vertebral bodies with a characteristic appearance 
to be described later. With this developmental 
basis for his theory, Lance was enabled to classify 
this anomaly into several types as follows: 

Type 1. In this type there is a widened vertebra, 
with thickened, adjacent vertebral discs and spina 
bifida. This form is localized and usually involves 
the fourth and fifth lumbar vertebre. 

Type 2. In this type there is a widened vertebral 
body which is divided into two cuneiform segments, 
with their apices placed centrally and their bases 
laterally. This anomaly may or may not be asso- 
ciated with spina bifida. The spina bifida and 
somatoschisis are rarely limited to one segment and 
are associated with a number of anomalies, regional 
differentiation, and fusions of the vertebra. Platy- 
spondyly of this type is most common in the thoracic 
and cervicothoracic regions. In such cases the shape 
of the intervertebral discs is the counterpart of the 
shape of the vertebre. 

Type 3. In this type the superior and inferior 
surfaces of the vertebral bodies are concave in the 
center, as seen in the anteroposterior views; while 
the intervertebral discs are convex and proportion- 
ally higher than normal. Such an anomaly may be 
limited to several vertebrie or may involve the entire 
spine. 
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The author has compiled a table of normal ratios 
of the transverse diameters to the vertical diameters 
of the various vertebra. Measurements were taken 
of roentgenograms of normal spines at various ages. 
One hundred and forty-five roentgenographic films 
of whole or partial spines in anteroposterior and 
lateral views were measured. The spines were di- 
vided into 6 age groups—from birth to one year of 
age, from one to six years, from six to eleven, from 
eleven to sixteen, from sixteen to twenty-two, and 
from twenty-two years up. 

An increase in ratio over the normal is indicative 
of platyspondyly. 

The author presents 38 cases which illustrate each 
of the 3 types of platyspondyly. 


DIFFERENTIAL DIAGNOSIS 


The most common of the lesions from which 
platyspondyly has to be differentiated are: Pott’s 
disease, compression fractures of the spine, malig- 
nant disease, vertebral epiphysitis, vertebral osteo- 
chondritis, osteoporosis, microspondyly, fetal chon- 
drodystrophy, and herniations of the nuclei pulposi. 

Pott’s Disease. The usual case of Pott’s disease 
will offer no difficulties in diagnosis because of the 
disability, the localized pain and deformity, and the 
roentgenographic picture of rarefaction, destruction, 
collapse, loss of intervertebral discs, and abscess 
formation. However, occasionally a case may be 
seen in which there is compression but no other 
evidence of tuberculous disease. In such an instance 
the vertebral body will show wedging but rarely 
widening in the anteroposterior roentgenogram. 
Moreover, there will be roentgen evidence of de- 
structive disease. The clinical history, the physical 
findings, the roentgenographic appearances, and the 
absence of other congenital anomalies should estab- 
lish the diagnosis. 

Compression Fractures. In cases of traumatic 
compression there is always a definite history of 
injury, even though slight, followed by localized 
pain and disability with associated physical findings 
of localized tenderness, muscle spasm, and rigidity. 
The location of the lesion is usually in the thoraco- 
lumbar region, while in platyspondyly it is most 
commonly in the thoracic and cervicothoracic 
regions. Traumatic compression usually occurs in 
later life. Roentgenographically, there are no asso- 
ciated congenital anomalies. The compression re- 
sults in wedging with the apex anteriorly and the 
base posteriorly, as seen in the lateral views, while 
in platyspondyly the flattening involves the entire 
body, and the lateral views do not present wedge 
formation. 

Malignant Lesions. In cases of primary and meta- 
static disease of the spine the subject is usually an 
adult, often past middle age, with a history of in- 
tense localized pain and loss of weight, and fre- 
quently showing cachexia. The pain is so severe 
that it is controlled only by large doses of sedatives. 
The primary focus is often evident. Local areas 
with marked tenderness to pressure are found in the 


spine. Rigidity and muscle spasm are present, and 
in the late stages an angular deformity results. The 
roentgenograms show an absence of the changes 
noted in platyspondyly, and in contrast reveal 
mottling of the vertebra in the early stages, and 
destruction and collapse of one or more vertebre 
with resultant angulation in the late period. 

Vertebral Epiphysitis. This lesion rarely occurs 
before the second decade. There is usually a histor; 
of an abnormal tendency toward fatigue, inter- 
mittent pains, and increasingly poor posture during 
the second period of rapid growth. Clinically, there 
may be tenderness over the spinous processes and 
the iliac crests, and occasionally over other rapidly 
developing osseous centers. Gross deformities of the 
spine occur. Roentgenographically, there are irregu- 
larities in ossification in the form of areas of conden- 
sation and rarefaction of the vertebral bodies, and 
irregular superior and inferior outlines of the ver- 
tebral segments. 

Vertebral Osteochondritis. Vertebral osteochon- 
dritis develops during the first period of rapid growth 
of the spinal column—the first few years of life. The 
history reveals pain and increasing deformity. 
Clinically, there may be indications of tenderness 
along the spine. Localized deformity may be 
present. Roentgenographically, irregularities in 
ossification and the vertebral outlines of one or several 
vertebre may be seen. There may be wedging of 
the vertebral segments, but neither widening in the 
transverse diameters nor the formation of con- 
cavities on the superior and inferior vertebral sur- 
faces characteristic of platyspondyly occurs. 

Osteoporosis. The rare forms of hunger, traumatic 
or senile osteoporosis of the spine, may present 
flattening of the vertebre but never widening. The 
bony texture of the bodies is porotic, while in platy- 
spondyly it is always normal. Furthermore, the 
absence of other congenital anomalies, the history 
of the onset, the symptoms, and the physical findings 
will establish the diagnosis. 

Microspondyly. Microspondyly presents an aplasia 
of the entire vertebra. The vertical diameter as 
well as the transverse and sagittal diameters are 
lessened. 

Fetal Chondrodystrophy. In this condition there is 
a widening of the vertebral bodies associated with 
distinguishing irregularities in outline and ossifica- 
tion. The intervertebral discs are not disproportion. 
ately enlarged, nor do the vertebre present the 
characteristic concavities, spina bifida, or somato- 
schisis. 

Herniation of the Nucleus Pulposus. This patho- 
logical condition is most evident in the lateral views 
of the spine, although occasionally it can be demon- 
strated clearly in the anteroposterior aspects. Re- 
active processes on the part of the bone in the form 
of rarefaction or increased calcification around the 
herniations are usually present. Herniation of the 
nucleus pulposus is not a clinical entity and for 
this reason is always a part of some other disturb- 
ance, such as osteoporosis of the spine, Kummell’s 
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disease, fractures, malignant disease, or osteochon- 
dropathy. 


Norman C. Buttock, M.D. 


Villemin, F., and Siméon, A.: The Structure of the 
Upper End of the Femur in Man (L’architecture 
de l’extrémite supérieure du fémur chez l’homme). 
Rev. d’orthop., 1937, 24: 5. 


Villemin and Siméon report a study of the struc- 
ture of the upper end of the femur in man and the 
changes characteristic of old age which was made 
on 100 femurs from adults of both sexes ranging in 
age from eighteen to eighty-one years. The bones 
were sectioned in different planes, and some of the 
specimens were studied roentgenographically. 

From their findings the authors conclude that 
the upper end of the femur consists essentially of 
a compact cortex; 3 large bundles of bone lamellz 
originating in this cortex (the cephalic, the tro- 
chanteric, and the arciform bundles), and a lamella 
of bone, largely compact bone, which is a prolonga- 
tion of the posterior wall of the diaphysis below the 
lesser trochanter—Rodet’s lamella. The arciform 
bundle is curved and crosses the 2 other bundles— 
the cephalic and the trochanteric. At these points 
the spongy tissue is more resistant, especially in 
the region of the cephalic bundle. Except for these 
3 bundles of lamellar bone and the single lamella of 
Rodet, the bony lamellz of the upper end of the 
femur are more fragile and less clearly orientated; 
they constitute weak points in the structure of the 
femur. There are thus 2 weak points in the epiphysis, 
one above the termination of the cephalic bundle, 
and the other between this bundle and the arciform 
bundle below the point of attachment of the liga- 
mentum teres. 

In the neck of the femur and in the upper end of 
the diaphysis there are 3 zones of diminished resist- 
ance; the first, between the arciform bundle and 
the point of origin of the cephalic bundle; the second, 
and most important in extent, in the anatomical 
neck of the femur, in the form of a triangle with its 
base the arciform bundle; and the third extending 
below the arciform and trochanteric bundles. 

In most aged persons, rarefaction of the bone 
(osteoporosis) occurs. It involves chiefly the zone 
of least resistance between the principal bundles of 
lamellar bone. Therefore, the weaker points of the 
structural system are the chief sites of the osteo- 
porotic changes. The spongy bone of the trochanters, 
especially the greater trochanter, also shows some 
rarefaction. 

As the triangular zone in the neck of the femur 
is an area of diminished resistance, cervical frac- 
tures occur there most frequently in the adult. As 
in the changes characteristic of age, the rarefaction 
of bone involves especially the region in the base of 
the femoral neck and between the trochanters, the 
typical fracture of old age is a cervicotrochanteric 
fracture. The age of the patient does not always 
determine the degree of rarefaction. There is a 
considerable individual variation; a person forty- 
five years of age may show more advanced changes 
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than a person of seventy-five years. However, the 
degree of rarefaction will to a great extent de- 
termine the site and extent of the fracture. 

In conclusion the authors state that their ob- 
servations are well supported by the clinical statis- 
tics of Delbet and Basset. Attce M. MEYERs. 
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Huard, P. and Roques, P. Three Disarticulations 
in the Posterior Part of the Foot—Ricard, Sub- 
astragalar and Syme (Trois désarticulations de 
larriére-pied—Ricard, sous-astragalienne et Syme). 
Rev. de Chir.,.Par., 1936, 55: 707. 

Ricard’s amputation consists in disarticulation of 
the entire foot, including the astragalus, but except- 
ing the calcaneus which is left in contact with the 
lower end of the tibia. Some writers ascribe priority 
of this amputation to Jaboulay, and it may there- 
fore be called the Jaboulay-Ricard operation. It 
has steadily gained in popularity in France in 
preference to Pirogoff’s amputation. It is indicated 
in cases where the pathological change demands a 
posterior amputation and also when a previous 
Chopart procedure has not been successful. 

In the technique a skin incision is made conserving 
as much of the sole of the foot as possible, after which 
that part of the foot in front of the calcaneus is dis- 
articulated. The astragalus is then removed. It is 
often necessary to remodel the calcaneus before the 
soft parts can be sutured over it. If the external 
malleolus is too prominent, it should be trimmed 
down on its inner surface. The calcaneus is then 
forced in between the malleoli, not in its normal 
axis but a little farther forward than the normal 
position, thus diminishing the leverage of the 
Achilles tendon which otherwise might cause an 
equinus deformity. The mechanical principle is the 
same as in astragalectomy: the malleoli must be set 
farther back than normal. 

The results, both anatomical and functional, are 
good in a large majority of the cases. Poor results 
may arise from the development of an equinus or 
varus deformity. The authors report 8 cases. In 4 
of these, good results were obtained; in 2, there was 
moderate success; and in 2, failure. In 1 of the cases 
with failure an amputation of the leg was decided 
upon; in the other, an artificial foot was applied 
with the weight partly on the stump and partly on 
the tibial condyles, indirectly through the artificial 
foot. 

Subastragaloid disarticulation is the best amputa- 
tion in the posterior part of the foot when the cal- 
caneus cannot be saved, and the ankle joint is 
intact. The best approach is a racket incision with 
the handle external. Parts of the calcaneus may be 
used to build up the inferior surface of the astragalus. 
Section of the Achilles tendon is necessary. The 
flexor tendons should be sutured in the sole to pre- 
vent equinus deformity. This amputation was 
introduced by Malgaigne in 1846 and has remained a 
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French operation. In spite of good reports, its value 
was for a long time disputed. Before the days of 
antisepsis, Chauvel noted good function in 68 per 
cent of the cases. Perrin had 25 good results after 
28 operations. However, in spite of these reports, 
the operation lost favor. About 1880 it was revived 
by Jaboulay, Fontan, and others. It was found that 
the astragalus, being broad, makes a good stump if 
well padded. The anterior tendons may be sutured 
under the astragalus at the same place that the 
Achilles is sutured. : 

The shortening is only from 2 to 3 cm. and the 
scar may be placed away from the point of support. 
In fact, the astragalus is so shaped that it may be 
regarded as a miniature foot, well adapted to weight- 
bearing and walking. The movements of the foot 
are reproduced quite normally. When it is well 
done the subastragaloid amputation is the operation 
of choice. Of 124 patients whose cases are reported 
by Ripert, 118 walk easily with a simple orthopedic 
shoe, and only 6 need a real prosthesis. The authors 
report 4 cases observed at Marseilles, 2 with excel- 
lent results and 2 with poor because of pain in the 
stump. Three personal cases gave 1 excellent, 1 
good, and 1 poor result. 

A variation of the subastragaloid amputation con- 
sists in sawing through the os calcis horizontally, 
leaving the upper part still articulating with the 
astragalus. While this procedure has given good 
results in several cases, it does not seem to have any 
advantages over the typical disarticulation described. 

The tibiotarsal disarticulation (Syme) was re- 
jected by Ravaton, Astly Cooper, and others in 
spite of the efforts of Syme (1842), Roux (1846) 
and Robert (1849). It should not be forgotten that 
Syme simplified his technique several years after his 
original description. Gangrene of the flaps com- 
plicated this operation rather frequently (18 per 
cent). Before the days of asepsis the functional 
results were recorded by different surgeons as 
successful in from 38 to 90 per cent. The racket 
incision with handle external gives a more volumi- 
nous, more padded, and less hemispheric stump than 
the original posterior-flap method of Syme. Tenot- 
omy of the Achilles tendon at the beginning of the 
operation facilitates the approach to the calcaneo- 
tibial region posteriorly, permits better drainage, 
and, by eliminating the pull of the gastrocnemius 
muscle, prevents reversing of the stump. Osteo- 
phytes sometimes develop from the fragments of 
calcaneal periosteum, and regeneration of the 
calcaneus may occur. The osteophytes cause a 
painful stump but the regeneration of a large bony 
mass gives a fairly good stump, similar to that of a 
Ricard amputation. Regeneration of a small amount 
of bone is desirable since it produces flexibility in 
the stump. 

The classical technique includes resection of both 
malleoli, but this may be varied by conserving both 
malleoli or by resecting the articular surface of the 
tibia in addition to removing the malleoli. From an 
orthopedic point of view, resection of the malleoli 
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gives the best stump. In suturing, it is wise to make 
a contractile loop by sewing the anterior tendons to 
the posterior tendons, omitting the peroneals. 

In postoperative treatment, the aim should be to 
begin weight-bearing as soon as possible. The soft 
tissues of the stump will flatten somewhat, thus 
causing a shortening. This will be much less if the 
calcaneal periosteum has been conserved and a 
nucleus of bone has formed under the end of the 
tibia. Late results have been reported by Coullaud 
as good in g1 per cent of the cases. Of 10 patients 
seen at the prosthesis center in Marseilles, 5, who 
had been operated on according to the Ollier tech 
nique, had good stumps. Three, operated on by the 
Syme aperiosteal method, had satisfactory stumps. 
Two had solely end-bearing stumps. 

Ollier recommended the utilization of the heel 
flap for amputations in the distal third or fourth of 
the leg. For this procedure it is necessary to employ 
the sub-periosteal method. The author was able to 
use a heel flap in 1 case in an amputation as high as 
16 cm. above the ankle. 

For prosthesis the half boot of Roux, an artificial 
foot, or an artificial legis used. Neither of the first 
two can be used unless a perfect end-bearing stump 
has been obtained. The boot usually becomes very 
fatiguing, and the artificial foot with an ankle joint 
has many mechanical defects and is prone to get 
out of order. In case of difficulties it may be neces- 
sary to get indirect support from the leg. 

In summarizing, the authors seem to be inclined 
to favor the Ricard and the subastragaloid amputa- 
tions to the Syme. The Syme-Ollier amputation is 
considered good if there is regeneration of the cal- 
caneal osseous tissue under the end of the tibia. 

WILLIAM ARTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 


Stevenson, C. A., and Leddy, E. T.: The Dangers of 
Reducing Fractures under the Roentgeno- 
scope, and Methods of Protection Against 
Them. Am. J. Roentgenol., 1937, 37: 70. 


This study emphasizes the importance of speed 
of examination, short activation of the tube, keeping 
the fingers outside of the central beam of rays, and 
using the protection afforded by the thickness of the 
extremity being examined, factors which make for 
safety in all fluoroscopic procedures. 

The standardized technique used in this study 
may be taken as a basis for calculating doses which 
are actually received when the fluoroscopic technique 
is different. 

It is recommended especially that the hands of 
the operator be kept out of the field when the 
roentgen tube is activated, particularly if lead- 
rubber gloves are not worn. The reduction of frac- 
tures under the fluoroscope is strongly condemned 
unless the operator carefully measures the doses he 
receives, is under the direct supervision of an expe- 
rienced radiologist, or uses all recommended pro- 
tective devices. 
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A technique using 55 kv., 3 ma. of tube current, 
2 mm. of aluminum as filter, 16 in. tube-target- 
table-top distance, and a table of 14 in. pine veneer 
may not be ideal, but, with modifications according 
to clinical expediency, may be worthy of trial. 

It is suggested that the fluoroscopic apparatus be 
equipped with readily changeable filters, and allow 
mechanical manipulation of the fractures, as sug- 
gested by Hawley, in place of manual reduction. 

Since the effects of roentgen irradiation are 
cumulative and evidence of injury may develop 
late, it is recommended that each operator keep a 
permanent record of the radiation he has received 
on his hands from all roentgenological examinations. 
As an additional safety factor, the operator should 
calculate his maximal possible exposure and con- 
sider that he has received this dose even though 
additional protective factors may have been em- 
ployed. 

It is suggested that the various committees on 
roentgen-ray protection make their recommenda- 
tions from a clinical as well as physical point of 
view, which they have not done to date. 


Masmonteil, F.: Sudden Death in Fractures (Mort 
subite dans les fractures). Bull. et. mém. Soc. d. 
chirurgiens de Par., 1936, 28: 523. 

The author is of the opinion that, although rare, 
sudden death following a fracture occurs often 
enough to deserve investigation. He has observed 
14 of such cases himself, has found 15 in the litera- 
ture, and has been told of 23. He believes that the 
reason he has seen so many is because of his unusual 
interest in traumatic fractures. In his personal cases 
8 were fractures of the neck of the femur; 1 a frac- 
ture of the femoral shaft; 1 of the humerus; 1 of 
the forearm; 1 of the ankle; 1 a compound fracture 
of the leg; and 1 a fracture of the upper extremity 
of the tibia. Most ot the deaths occurred between 
the eighth and twentieth days, though 2 occurred on 
the fourth day. Usually they occurred when the 
patient was waking in the morning, or making some 
movement, for instance, when the plaster was 
changed. Most of the patients presented the picture 
of embolus. 

The author discusses the pathogenesis at some 
length, and says that though accidents like rupture 
of an aneurysm may occur occasionally, he believes 
that in the majority of instances the most obvious 
cause of the death is embolism. He believes that 
this is true in cases of fractures because of the 
damage to the soft parts and because of the im- 
mobilization of the extremity. The embolus in 
these cases is probably not of infectious origin. He 
presents 2 cases with complete autopsy reports and 
discusses others in which the autopsy was negative. 
He suggests that in the latter instances minute 
emboli might have been present and caused a reflex 
death similar to that occasionally noted when a 
needle is inserted into the pleura. He believes that 
the existence of fat emboli needs further investiga- 
tion. It is possible that in certain cases anaphylactic 
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phenomena may be the cause of death. He believes 
that prevention is difficult because frequently the 
embolus is the first sign of the trouble. Increased 
coagulability of the blood is not a sufficiently con- 
stant sign to act as a warning. 

BARBARA B. Stimson, M.D. 


D’Aubigné, R. M.: Bony Union in Fractures of the 
True Neck of the Femur. A Report of 20 Cases 
which were Followed Up after Extra-Articular 
Nailing (De la consolidation osseuse dans les frac- 
tures cervicales vraies du col du fémur. D’aprés 
vingt cas suivis aprés enclouage extra-articulaire). 
J. de chir., 1936, 48: 630. 

The author says that with the old methods of 
closed reduction and the application of plaster casts 
fractures of the neck of the femur showed bony 
union only in about 50 per cent of the cases. Fre- 
quently the method was not applicable because of 
the age or condition of the patient. Various open 
methods have been attempted and with the intro- 
duction of the Smith-Petersen pin these have proved 
increasingly satisfactory. The author states that 
a modification of Johannson’s method gives ex- 
tremely satisfactory results. The modification 
permits the use of this method in all cases regardless 
of age, and avoids the dangers of arthrotomy. Of 
39 consecutive cases of fractures of the neck of the 
femur, the author was able to apply this method in 
36. Three patients could not be treated because of 
insanity, hemiplegia, and tuberculosis of the tro- 
chanteric region. Twenty-nine of the patients were 
over sixty years of age, and 8 were over seventy. 
There was 1 death from embolus fifteen days after 
operation. In the remainder of the cases the post- 
operative course was smooth. Twenty of the cases 
were followed-up for periods varying from four 
months to two years and all of them showed bony 
union when examined with the x-ray. 

The author calls attention to the fact that after 
nailing, decalcification of the head and of the distal 
fragment are always parallel, which is in contrast to 
the density of the head in the cases treated by 
closed reduction and the application of plaster. He 
feels that the factors governing bony union are, 
primarily, adequate reduction and complete im- 
mobilization. 

The second part of the article is a discussion of 
his technique. The procedure is divided into 2 parts. 
The first is done with the patient under morphine 
or some other form of anesthesia. It consists of 
reduction and the insertion of a wire; the results 
are checked with the x-rays. The second part is 
done with the patient under general or local anes- 
thesia. It consists of the insertion of the Smith- 
Petersen nail over the wire with surgical precautions. 

The author presents diagrams and roentgeno- 
grams to illustrate his technique. 

Following the procedure the limb is kept in 
extension for the first week. The patient is kept in 
bed without apparatus until the thirtieth day. He 
is allowed to walk with crutches without weight on 
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the injured leg at the end of the first month, and at 
the end of the third month he is allowed to walk with 
canes. BARBARA B. Stimson, M.D. 


Lundgren, A.: The Healing Results of Fractures of 
the Tibial Shaft (Uber die Heilungsresultate der 
Unterschenkeldiaphysenfrakturen). Acta chirurg. 
Scand., 1936, 78: Supp. 42. 

The author presents a detailed study of 389 cases 
of fracture of the tibial shaft, each of which was 
an insurance case and was treated in one of five 
large hospitals between 1918 and 1929. He is able 
to correlate the hospital records and insurance data, 
and believes this correlation is of utmost importance 
in evaluating any such series. He gives first a 
detailed historical survey with a summary of the 
literature, and an analysis in tabular form of the 
series of cases published by other authors. He then 
analyzes his own series and compares his findings 
with others previously reported. The average age 
of his patients was 38.6 years. By far the greatest 
number were men. Three hundred and two patients 
presented closed or uncomplicated fractures and 87, 
compound fractures. The fractures could be divided 
into 5 groups: transverse (111), oblique and spiral 
(183), comminuted (88), double (5), and refractures 
(2). About 60 per cent were in the lower third of 
the tibia, or at the junction of the middle and lower 
thirds. 

The treatment varied considerably in the different 
hospitals. Seventy-three of the closed cases did not 
require reduction. Of those in which reduction was 
necessary 171 were treated by closed methods and 
58 by operation. The closed method which was 
used most frequently was reduction followed by 
immobilization in plaster. A certain number were 
treated by extension with pin and wire, and in the 
last years Boehler’s method of extension and the 
unpadded plaster cast came into use. Operative 
treatment by various methods increased in frequency 
in the latter part of the period. In compound frac- 
tures immediate débridement was followed by 
closure of the skin in 73 cases. Tables are presented 
which show the duration of the hospital stay, and 
the period of disability and duration of the insurance 
payments. The average disability time was seven 
months, five and one-half months for uncomplicated, 
and eleven and one-half months for compound frac- 
tures. Shortening, angulation, and loss of motion 
in the ankle joint are among the causes for perma- 
nent disability. 

After analyzing the cases the author answers 
certain much debated questions on the basis of his 
findings. Detailed tables are presented in every in- 
stance. The first question is that of the influence of 
the anatomical position in the end result. The 
author concludes that an exact anatomical reposi- 
tion is not absolutely essential, but for optimum 
results the best possible reduction by all methods 
should be obtained. The relation of the type of 
fracture to healing is next analyzed and in this 
series the healing time of the oblique and spiral 
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group was shorter than that of the transverse. The 
comminuted group was slower in healing than either 
of the others. 

The results following different methods of treat- 
ment are presented. The group treated by fixation 
in plaster or splints without reduction obviously 
presented excellent results and should not be in- 
cluded in the comparative statistics as the original 
injuries were simpler. In transverse fractures treat- 
ment by reduction and plaster, by traction sus- 
pension, and by operation produced about the same 
results. In spiral and oblique cases the operative 
treatment seemed to give a somewhat more favor- 
able outcome. Of the different operative methods, 
fixation with screws appeared to be the most satis- 
factory method. Comminuted fractures in this 
series were usually treated by reduction and plaster. 
Two cases received extension treatment and one 
operative, so no comparison can be made. 

The author believes that the risk of infection 
should not keep the surgeon from operating when 
operation is indicated, but the danger should always 
be kept in mind and eliminated as far as possible by 
meticulous asepsis and technique. Delayed healing 
or non-union is not to be feared particularly as a 
result of operative methods. Skilled surgeons are 
essential not only for operative but also for closed 
methods, especially for the Boehler type of treat- 
ment. Operation is indicated in fractures of the 
spiral and oblique type, especially in the lower 
third of the tibial shaft, as a primary procedure; in 
spiral and oblique fractures anywhere in the shaft 
if closed reduction is unsatisfactory; and in trans- 
verse fractures if satisfactory position cannot be 
obtained by closed reduction. Comminuted frac- 
tures present a difficult operative problem. From 
his data the author concludes that operation should 
be done as soon as the primary shock is over and 
before skin changes appear. Compound fractures are 
best treated by débridement, excision of the wound 
with primary closure, and reduction without internal 
fixation. BarBarA B. Stimson, M.D. 


Walheim, T., and Akerman, N.: Intra-articular 
Malleolar Fractures. Acta chirurg. Scand., 1936, 
79: 166. 


The author presents a study of ankle fractures 
from the Military Hospital in Stockholm during the 
period from 1922 to 1932. 

One hundred twenty-seven cases of intra-articular 
malleolar fractures were examined and divided into 
2 groups: (1) those treated by manual non-operative 
reduction, and (2) those treated by operative reduc- 
tion. The most recent fractures occurred at least 
two years before this report was made. Thirty- 
seven cases were operated on, 11 immediately after 
admission. At operation the fractures were reduced 
and maintained in position by round steel pins and, 
in some places, by cerclage with wire. Following the 
operation a plaster cast was applied. The patient 
was kept in bed until the swelling disappeared, after 
which he was allowed up in a walking iron. All of 
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the intra-articular fractures, whether operated on 
or not, were treated in the hospital. The author 
believes this is of great importance in the outcome 
of the case. In operative cases interposition was 
found in 26 of the 37 cases. One case in this series 
showed infection in the suture line. There were no 
other instances of infection. 

The author presents tables, showing periods of 
immobilization and disability, and a classification 
of the cases according to Ashhurst. Ina recent fol- 
low-up study it was found that cases treated by 
operation showed consistently better results than 
those not operated on. It was found also that the 
fractures involving the articular weight-bearing 
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surface of the tibia showed a greater tendency to 
develop arthritis deformans than fractures of the 
lateral supporting surfaces. Therefore, a longer 
period of fixation is recommended for the former. 

The author also presents a study of 245 cases of 
non-operative intra-articular malleolar fractures 
from the Government Insurance Bureau for the 
year 1931. The results were not as good as those of 
the previous series, and the author concludes that 
the indications for operation in intra-articular 
malleolar fractures should be extended. 

The article is illustrated with roentgenograms, 
and followed by a bibliography. 

BARBARA B. Stimson, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Landis, E. M.: The Passage of Fluid Through the 
Capillary Wall. Am. J. M. Sc., 1937, 193: 297. 


The author discusses a few of the known factors 
which influence the movement of fluid inward and 
outward through the capillary wall. He states that 
a normal fluid balance is not a simple balance but a 
complicated equilibrium resulting from the interplay 
of numerous forces. The pathogenesis of edema is 
even more complex because the gross accumulation 
of fluid depends, in addition, upon the water intake, 
the available sodium chloride, and the renal excre- 
tion of water. 

The factors concerned in the pathogenesis of 
edema are classified as primary and contributory. 
The primary factors are fundamental since each is 
able to produce clinical edema unaided by other 
forces. Ordinarily, the contributory factors do not 
themselves produce edema, but modify the severity 
or distribution of edema produced by one of the 
primary causes. 


TABLE I.—FACTORS IN THE PATHOGENESIS OF EDEMA 
Factors favoring edema 
formation 
A. Primary: 
1. Elevated cap- 
illary pressure. 


Clinical examples 


. (a) External pressure on veins. 
(b) Thrombophlebitis. 
(c) Cardiac edema with ve- 
nous congestion. 
. (a) Nutritional edema. 
(b) Nephrotic edema. 
(c) Cardiac edema, late stages 
with malnutrition. 
. (a) Inflammatory edema. 
(b) Nephritic edema. 
(c) Cardiac edema (?), chron- 
ic anoxemia. 
. (a) Lymphedema. 
(b) Cardiac edema with ve- 
nous congestion. 


2. Lowered colloid 
osmotic pres- 
sure. 


3. Damage to cap- 
illary wall. 


4. Lymphatic 
obstruction. 


B. Contributory: 

5. Low tissue 
pressure. 

6. High salt 
intake. 

7. High fluid 
intake. 

8. Warm environ- 
ment. 


. Edema of periorbital tissues 
and genitalia. 

. Increases edema if water is 
available. 

. Increases edema if salt is avail- 
able. 

. (a) Heat edema. 
(b) Increases all types of ede- 


ma. 
. (a) Trophedema. 
(b) Unilateral edema in hemi- 
plegia. 


The author notes that the effects of elevated 
capillary pressure are seen when venous congestion 
is produced, for example, by a tight bandage or by 
thrombophlebitis. Low colloid osmotic pressure of 
the blood is primarily responsible for the edema of 
prolonged protein starvation and for nephrotic 


g. Disturbed inner- 
vation. 


edema. After gross injury, the permeability of the 
capillary wall increases 7-fold. The plasma proteins 
pass easily, and the protein content of the plasma 
fluid ranges from 1 to 6 per cent. This factor is the 
important one in the edema following burns, chem- 
ical injury, or severe infection. The impairment of 
lymph drainage due to congenital hypoplasia of 
lymph vessels, external pressure, or recurring lym- 
phangeitis, is responsible for many unilateral collec- 
tions of fluid. The edema of cardiac decompensation 
has been ascribed in part to obstruction of the 
lymph flow because the larger vessels must empty 
their contents into congested veins. 

Among the factors contributing to the develop- 
ment of edema is looseness of the tissues, which 
favors the early appearance of edema in certain 
sites where it may be recognized before being detect- 
able elsewhere, as, for example, in the periorbital 
tissues. 

When one of the primary factors favoring edema 
is present, a high salt intake leads to retention of 
fluid, making latent edema obvious or mild edema 
more severe. If the salt intake is restricted, the 
fluid cannot be retained and mild edema is more or 
less reduced. The reduction of edema resulting 
from restriction of the intake of sodium chloride has 
been advanced as evidence against the Starling 
theory of edema. However, it would seem more 
logical to consider the altered fluid balance during 
salt restriction as an artificial equilibrium—essen- 
tially a form of dehydration—which temporarily 
masks the underlying tendency toward edema forma- 
tion. Certainly relaxation of vigilance as to diet is 
followed by return of the edema unless the under- 
lying primary cause has been corrected. Moreover, 
sodium chloride restriction does not usually relieve 
edema due to pronounced venous congestion or a 
very low colloid osmotic pressure. 

Heat produces peripheral vasodilatation, raises 
the capillary blood pressure, and increases the area 
of capillary wall available for filtration. Environ- 
mental temperature influences the volume of the 
extremities. Normal individuals develop dependent 
edema when they are first exposed to the continued 
heat of the tropics. 

A disturbed innervation rarely produces edema 
unless a primary factor is also operating to some 
degree. In patients with a cardiac condition and 
latent or mild edema, hemiplegia is followed at 
times by edema of the paralyzed extremity. More- 
over, disturbances of innervation often produce 
temporary or permanent vasodilatation which favors 
filtration. 

Although investigation since the time of Harvey 
seems to have penetrated well into the capillary 
walls, our knowledge concerning the nature of the 
capillary endothelium is still fragmentary. In all 
probability continued research will demonstrate that 
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the fluid balance is affected by additional, as yet 
unknown, forces. HERBERT F. Tuurston, M.D. 


Loehr, W.: Intermittent Claudication of the Upper 
Extremity—Acute Venous Congestion. Opera- 
tive Treatment and Its Results (Die Claudicatio 
intermittens der oberen Extremitaet—akute Venen- 
stauung. Ihre operative Behandlung und ihre 
Heilergebnisse). Arch. f. klin. Chir., 1936, 196: 596. 

The author first cites the theory advanced by him 
in 1933 that, in addition to the rare thrombosis of 
the large axillary veins resulting from effort, there 
is a much more frequent similar clinical picture— 
that of acute venous congestion of the axillary or 
subclavian veins. He states that these conditions 
can be differentiated from each other clinically only 
with great difficulty. In the first stage a severe arm 
strain is followed by sudden acute weakness with 
pain. In the second, the signs are swelling of the 
arm, cyanosis, numbness, paresthesia, and diffi- 
culty in moving the arm. The third stage is char- 
acterized by the development of a visible collateral 
network of veins over the shoulder and chest. This 
stage may last for weeks, until the obstructed blood 
is released. Gradual improvement follows, but re- 
currence develops under the strain of effort. 

The anatomical basis of this venographically 
demonstrated picture is chiefly a mechanical ob- 
struction to venous outflow (glands, fascial cords 
across the subclavian vein like the Langerhans 
bands). 

To determine the end-results of operative and 
non-operative treatment, the author followed up 
patients whose cases he reported several years ago. 
He found that those who were operated upon were 
cured, whereas those who were treated conserva- 
tively—some of them as long as eight years previ- 
ously—had not regained complete function. In the 
latter, swelling of the arm, slight fatigability, and 
a visible collateral venous network were still present. 

In conclusion Loehr says that, on the basis of the 
clinical course, he believes that in some of the cases 
reported in the literature as cases of thrombosis of 
the arm due to effort the condition was in reality 
intermittent claudication. In agreement with Wul- 
sten, Lundgren, and Kuntzen, whe also found venous 
stasis in intermittent claudication, he recommends 
operative treatment of the latter condition. 

(LoenR). Pxaitrp SHaprrro, M.D. 


BLOOD; TRANSFUSION 


Schiodt, E.: Observations on Blood Regeneration 
in Man. I. The Rise in Erythrocytes in Patients 
with Hematemesis or Melena from Peptic 
Ulcer. Am. J. M. Sc., 1937, 193: 313- 


In a study of patients with hematemesis or 
melena from peptic ulcer the author found that the 
rise in the erythrocytes was much faster when, from 
the day of their admission to the hospital, the 
patients were given a full purée diet and an iron 
medicament as in the Meulengracht treatment. 
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Blood counts were made in the cases of 50 patients 
with a history of either hemetemesis or melena due 
to peptic ulcer, all of whom had been given a full 
purée diet from the day of their admission to the 
hospital. Cases with complications were excluded 
from the study. Blood for examination was taken 
about once a week, and curves were plotted for the 
erythrocyte regeneration. The individual curves 
seemed remarkably straight. Starting from different 
levels, they tended to meet at the level of 4.54 
millions of erythrocytes thirty-three days after the 
lowest erythrocyte count was found. 

This finding conforms to a theory of regeneration 
based upon the assumption of the maintenance of a 
normal blood exchange rate, which can be expressed 
by the following equation: average daily riseX 
longevity of erythrocytes=normal value—lowest 
value. 

This theory is discussed by the author at some 
length. In the patients he studied there was a 
slight check on blood regeneration which may be 
explained by the assumption of a 15 per cent diminu- 
tion in the production rate. 

The longevity of the erythrocytes found in this 
study, thirty-three days, is well in accord with the 
findings of other methods. Besides giving an idea 
of the mechanism of regeneration, the author pro- 
vides a sample equation which may be used as a 
standard for estimating the rise in individual cases. 

HERBERT F.. THurston, M.D. 


Schiodt, E.: Observations on Blood Regeneration 
in Man. II. The Influence of Sex, Age, Form of 
Hemorrhage, Treatment, and Complications on 
Erythrocyte Regeneration After Hematemesis 
and Melena from Peptic Ulcer. Am. J. M. Sc., 
1937, 193: 327. 

In an earlier communication the author reported 
findings which indicated that the daily rise in 
erythrocytes in patients with hematemesis or 
melena from peptic ulcer is dependent upon the 
degree of anemia. He found that the equation he 
suggested might be used as a standard when fac- 
tors such as age and sex are to be considered. 

In this article he reports an investigation of the 
influence of sex, age, form of hemorrhage, treat- 
ment, and complications on erythrocyte regenera- 
tion. Of the 34 patients studied, 9 were women 
and 25 were men. Sex and age were found to make 
no difference in the regeneration rate. From curves 
presented it is seen that the patients between 
twenty and forty years of age did not regenerate 
their blood any better than patients between forty 
and sixty years of age. Seventeen of the 34 patients 
had had melena alone, and 17, both hematemesis and 
melena. As, in melena, there is the theoretical 
possibility that some of the blood lost may be re- 
gained by absorption in its passage down the intes- 
tinal tract, better regeneration might perhaps be 
expected in patients who have had melena alone. 
However, it was found that the manner of bleeding 
is of no importance. 
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In 11 cases in which iron was not given, there was 
no apparent retardation of the regeneration. The 
Meulengracht treatment for bleeding ulcer was 
found superior to the fasting treatment. In the 
former, a full purée diet and an iron medicament 
are given simultaneously . In the cases of patients 
on the purée diet the longest time before the blood 
count began to rise was seventeen days. In the 
others, the fall in the count continued for a con- 
siderable length of time—sometimes until the purée 
diet was given. : 

In the 5 cases in which a blood transfusion was 
administered the transfusion did not show any defi- 
nite efficiency in promoting regeneration. Theo- 
retically, transfusions should not be expected to 
exert an influence on the rate of regeneration. When 
the lowest blood value is increased by a transfusion 
the regeneration starts from a higher level. How- 
ever, the regeneration is no more speedy, as the 
transfused blood does not live any longer than the 
patient’s blood. 

In 10 patients who had melena or hematemesis 
from causes other than peptic ulcer there was a 
definite failure to reach standard values. In 4 
patients who had hemorrhage from a peptic ulcer 
and suffered also from a complicating condition 
such as phlebitis, achylia with tertiary lues, undulant 
fever, or cholelithiasis, there was a definite lag in 
regeneration. The author therefore concludes that 
complications have a retarding influence on blood 
regeneration. HERBERT F. Tourston, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Ebbehéj, K.: Lymphogranulomatosis (Ueber Lym- 
phogranulomatose). Hosp.-Tid., 1936, p. 253. 

The author discusses the etiology, clinical mani~ 
festations, prognosis, and therapy of lymphogranu- 
lomatosis (Hodgkin’s disease) in detail. This disease 
was formerly thought to be a neoplasm, but now 
the majority believe it to be the result of infection. 
Many believe it to be of tuberculous origin because 
of the many clinical similarities between it and 
tuberculosis. The negative result of the Pirquet 
reaction in lymphogranulomatosis disproves tuber- 
culous infection. In addition, it is not frequently 
found in families in which tuberculosis occurs. The 
virus origin is being considered more and more im- 
portant. The author has seen 55 cases of lympho- 
granulomatosis within five years. They were about 
evenly divided between the sexes and occurred be- 
tween the ages of three and seventy-six years. The 
greatest incidence of the disease was found between 
the ages of twenty and thirty years, and a slightly 
lower one between the ages of forty and fifty 
years. 
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In some of the patients only the superficial lymph- 
node enlargements which they themselves have dis- 
covered may be found at first. However, by means 
of the roentgen rays mediastinal tumors of consid- 
erable size are often found, which at times produce 
serious clinical manifestations (dyspnea, cough, 
cyanosis). Since lymphogranulomatosis often re- 
sults in the formation of cavities and miliary tuber- 
culosis-like changes, errors in diagnosis easily occur. 
This is true, especially when the first localization is 
found to be in the gastro-intestinal tract, as in these 
cases characteristic findings are rare and the correct 
diagnosis is usually first made at operation or 
autopsy. Enlargements of the liver and spleen are 
rarely found to be the earliest symptoms of lym- 
phogranulomatosis. The author saw 1 case with 
vertebral manifestations and symptoms of com- 
pression of the medulla and nerve roots in the form 
of paraplegias and pains in the arms and legs. 
Roentgen treatment was followed by rapid and 
complete cure. Similar results were obtained in a 
case of lymphogranulomatosis of the cervical ver- 
tebre and ribs. 

The author considers the pink color which shows 
through the skin and the very red cheeks, so often 
seen in patients with lymphogranulomatosis, as a 
bad external prognostic sign. No importance is 
attributed to the blood findings as an aid in diag- 
nosis. Pronounced leucocytosis is seen in only a few 
cases. Of 32 untreated patients, 22 had a leucocyte 
count ranging between 5,000 and 10,000; 7, be- 
tween 10,000 and 20,000; and only 3, between 20,000 
and 30,000. Lymphopenia is a more constant 
symptom, but it may be absent at the onset of the 
disease. Monocytosis is found more often than 
leucocytosis, while eosinophilia is comparatively 
rare. The hemoglobin levels and erythrocyte counts 
may remain normal for a long time. Sedimentation 
is accelerated gradually in the later stages, but may 
return to normal during remissions or following 
treatment. In the rapidly progressing cases new 
lymph nodes and organs are constantly involved. 
The prognosis in these cases is always bad and the 
outcome is fatal in the course of from one-half to 
two years in spite of transitory improvement follow- 
ing treatment. The rapidly progressive cases com- 
prise about one-fifth of all the cases. In about one- 
half of all the cases there is a tendency toward local- 
ization with prolonged maintenance of general well- 
being, and only rare recurrence. In these cases 
roentgen-ray treatment gives especially good results 
and may prolong life for from three to ten years. 
All cases, however, eventually terminate in death, 
but in many appropriate treatment will permit the 
patient to continue with his work for a period of 
years. (HAAGEN). Leo M. ZimmMerRMAN, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Riese, J.: Silence During Operation and Its Im- 
portance in Relation to Other Factors of Asep- 
sis (Stummes Operieren und seine Bedeutung im 
Vergleich zu anderen Faktoren des Aseptik). 
Zentralbl. f. Chir., 1936, pp. 1874, 1922. 


Suppurations still occur after clean operations. 
Their incidence ranges from 0.6 to 30 per cent and 
averages 7.4 per cent. In the author’s hospital, in 
the period from 1918 to 1925, wound suppuration 
occurred after 27 per cent of 817 ‘“‘clean”’ operations. 
Demmer then introduced his glove-disinfection 
method (sterilization with sublimate instead of 
steam). By this method, the boiling of instruments 
for fifteen instead of ten minutes, and more rapid and 
gentle operating, the incidence of suppuration after 
641 clean operations was reduced to 5 per cent. The 
author states that in his own cases the incidence of 
postoperative suppuration was at first 4.2 per cent, 
but when he stopped doing ligations in the super- 
ficial layers of the wound, which he believes are 
responsible for some of the most severe operative 
injuries to the tissues, it fell to 0.7 per cent in a yearly 
average of 700 clean operations. The fact that, in 
spite of all the improvements in asepsis, postopera- 
tive suppuration is not always prevented, he at- 
tributes to neglect of saliva-droplet infection. The 
danger to operative wounds of droplets of saliva has 
already been pointed out by Koch, Fluegge, Hueb- 
ner, Mendes De Leon, Davis, Eliason, and Laugh- 
lin, Gundel, Meleney and Stevens, Rouffart, and 
Walcker. Silence on the part of the operating room 
personnel was demanded by Brunner and Mikulicz. 

The physics of saliva-droplet infection. Except in 
quiet expiration, droplets of saliva are expelled dur- 
ing speech of any sort. Whispering is particularly 
dangerous because of the sharper propulsion of the 
breath in the pronunciation of the consonants. Ex- 
periments carried out by the author have demon- 
strated that with sharp enunciation of double con- 
sonants, as in the pronunciation of the word 
“Klemme,” there is an emission of droplets with a 
diameter of from 1 to 2mm. The droplets travel for 
distances ranging from 50 cm. to 4 mm. Leon and 
the author found that the average number traveling 
a distance of 30 cm. (the average distance between 
the surgeon’s mouth and the operative wound) is 
one droplet per word and per square centimeter. The 
scattering angle is about 60 degrees in the sagittal 
direction and about 80 degrees in the transverse 
direction. Very small drops may remain in the air 
for a while and descend anywhere on instruments, 
aprons, or swabs. As it is possible that severe infec- 
tions may be caused by droplets of saliva during 
subcutaneous injections, silence is indicated also in 
these procedures. To determine how many words 
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are spoken during an operation, Riese counted the 
words spoken during appendectomies. When orders 
were given in the briefest manner, the number was 
40; when they were given without special attempt 
at brevity, it was 300; and when orders, uncurtailed 
instruction, and chatting occurred during the suture 
of the abdominal wall, as is usual, it was 1,000. 
During closure of the abdomen talking is particu- 
larly dangerous as at this stage of the operation 
most of the compresses are removed, and the sub- 
cutaneous fat, the most easily infected of all layers, 
lies freely exposed and wholly without protection 
against the rain of droplets. Least of all is this the 
time when speech should be allowed. 

The bacteriology of saliva-droplet infection. The 
bactericidal power of the saliva is conditional. In 
healthy persons the saliva is bactericidal always to 
the bacillus prodigiosus, but not always to the ba- 
cillus coli and only irregularly to streptococci. The 
fact that wounds in the mouth usually heal remark- 
ably well is not necessarily indicative of bactericidal 
power of the saliva. It is equally evidence of an 
immunity of the mucous membrane of the mouth. 
The author calls attention to the poor healing of 
wounds made by biting. In injury due to a bite, 
saliva containing pus-producing organisms is inocu- 
lated into a contused wound. To such a wound 
Riese compares the tissue wound made with an 
artery clamp, into which a droplet infection has been 
introduced. Von Grabiner found that healthy ani- 
mals inoculated with the sordes of healthy human 
beings died of general infection. Of a series of ani- 
mals which he inoculated with the saliva of 111 
healthy human beings, 27 died of peritonitis and 
almost all developed inflammation at the site of the 
inoculation. Biondi, Mieczkowsky, and De Leon 
found virulent staphylococci and streptococci in sa- 
liva. Thin saliva is more dangerous than thick 
saliva. De Leon found that one drop with a diameter 
of 1 mm. contained 66,250 organisms, half of which 
were pathogenic. Meleney and Stevens found hemo- 
lytic streptococci in 53 per cent of the personnel of 
an operating room. Aschoff also emphasized the 
preponderance of streptococci in the flora of the 
mouth. In the upper respiratory passages of healthy 
human beings diphtheria bacilli are frequently pres- 
ent. This fact may explain cases of wound diph- 
theria. 

In experiments performed by the author in which 
pieces of subcutaneous fat freshly removed from 
operative wounds were exposed at a distance of from 
15 to 20 cm. to droplets of saliva expelled in speech 
for four minutes through the protection of a mask it 
was found that 82.6 per cent of the specimens showed 
infection and 53.6 per cent were infected with patho- 
genic organisms (chiefly streptococci, but also staphy- 
lococci, pneumococci, and colon bacilli). To meet the 
objection that the dust of the operating room might 
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have played a réle in this infection, Riese made 
further experiments. Meleney and Stevens as well 
as De Leon had already demonstrated by the experi- 
ments that the air of the operating room contains 
fewer bacteria and that these are much less dan- 
gerous. To prove this, De Leon exposed culture 
media to speech through sterilized speaking tubes. 
In his second series of experiments, Riese first ex- 
posed 274 control slices of fat removed at the close 
of operations to the air for from half an hour to two 
hours. This fat had been subjected also to the trau- 
mas and contaminations of the wounds from which 
they had been taken. However, during the opera- 
tions gradually increasing silence had been enforced. 
For comparison, other slices of fat removed just be- 
fore suture of the skin were exposed to speech for 
only four minutes. Of the slices not exposed to 
speech, 48.6 per cent were contaminated, and 10.5 
per cent of the latter showed pathogenic organisms. 
Of the slices exposed to speech, 82.6 per cent were 
contaminated, and 53.6 per cent of the latter showed 
pathogenic organisms. When absolute silence was 
observed during the operation, the incidence of 
pathogenic bacteria was only 5 per cent. 

According to these findings, eleven-twelfths of all 
pathogenic contaminations occurring today are to be 
ascribed to speech during operation when from 400 
to 500 words are spoken without masks. Since its 
effect is only temporary, mouth hygiene, even when 
most meticulous, cannot eliminate this danger. Face 
masks should include both the nose and the mouth. 
The celluloid mask devised by Ochsenius in 1933 is 
good. Basket masks with a double layer of calico 
decrease the number of bacteria. However, in his 
experiments with slices of fat, Riese found that the 
decrease was only 55.6 per cent. Therefore the usual 
masks do not protect against saliva-droplet infec- 
tion. For certain protection against such infection 
it would be necessary to use a gas mask, as Subakow 
has done, but a gas mask can be endured only for 
from one to one and a half hours. However, the face 
mask is not superfluous even when complete silence 
is preserved, as the surgeon or one of the other 
members of the operating room personnel may be 
obliged to clear his throat, cough, or sneeze. 

After 1878, Mikulicz operated in silence, giving 
his orders by signs. Riese describes certain signs. 
Brunner and Rouffart (1931) likewise demanded si- 
lence. De Leon regards silence as impossible, but 
Riese has proved it possible. Riese states that speech 
is permissible only when the patient is in danger and 
sign language is no longer adequate. When silence 
is maintained the assistants learn to pay stricter 
attention. Self discipline is necessary. Riese intro- 
duced silent operating in his hospital five years ago. 
He states that silence should be maintained in the 
operating room, especially the room for aseptic oper- 
ations, even when operating is not going on. He uses 
the basket spectacle mask with a covering of twolayers 
of calico and an inlay of cellophane, which can be 
thoroughly sterilized, stitched between the layers 
(Davis). 
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The effect of silent operating and maximum sparing 
of the tissues on the statistics of suppuration. In the 
year 1933, as the result of limitation of hemostasis, 
the incidence of postoperative suppuration was 0.7 
per cent in the total number of cases in which the 
author operated, 0.95 per cent after clean operations 
with opening of mucous membrane, and 0.65 per 
cent after clean operations without opening of mu- 
cous membrane. Since 1933, that is, since silent 
operating has been his rule, suppuration occurred in 
only 10 (0.45 per cent) of 2,192 operative wounds 
with primary closure (without drainage). As 9 of 
the suppurations occurred in cases in which the in- 
testine was opened, their incidence in 1,143 such 
cases was 0.7 per cent. Of the 1,049 “‘clean”’ opera- 
tions without opening of the intestine, suppuration 
occurred after only 1 (0.095 per cent). In this group 
the effect of speech infection is seen most clearly, 
since in 1929 the incidence of suppuration was still 
3-7 per cent, whereas in 1933 it was only 0.65 per 
cent. Of more than 1,000 operations of this type 
performed in the period from January, 1934 to 
January, 1936, none was followed by suppuration. 

In conclusion the author states that the entire 
personnel and the observers in the operating room 
should be silent and wear masks. Operating should 
not be done before students. For instruction, moving 
pictures have a place. 

Comparative figures and tables which show the 
various sources from which asepsis is threatened are 
presented. (FRANZ). FLORENCE A. CARPENTER. 


Maddock, W. G., and Coller, F. A.: Water Balance 
in Surgery. J. Am. M. Ass., 1937, 108: 1. 


The authors have investigated the water exchange 
of surgical patients under various conditions to 
determine the water requirements by figures based 
on fact. 

They first discuss the normal water exchange. 
The amount of fluid taken varies from 800 to 2,000 
c.cm. daily, depending upon the weather conditions 
The water content of food averages close to 70 per 
cent of its total weight, and in addition water is 
formed when the food is oxidized for energy. The 
total water from a routine maintenance diet amounts 
to from 1,000 to 1,500 gm. daily. 

Very insignificant amounts of water are lost in 
the feces. The vaporization of water from the lungs 
and the skin, varying between 1,000 and 1,500 gms. 
daily, plays a big part in control of the body temper- 
ature, and the vaporizing processes as well as the 
kidneys are little affected by the amount of water 
available. 

The authors investigated the dehydration attend- 
ant on surgical operations. From restriction in food 
and fluid intake and increased fluid loss most patients 
become dehydrated on the day of operation. Eight- 
een patients undergoing a variety of procedures 
were studied. The amount of fluid lost by vomiting 
was insignificant. The blood loss was usually much 
greater than the amount estimated by the surgeon 
and varied from 800 to 1,272 c.cm., depending on 
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the procedure. The greatest fluid output during the 
operative and four-hour postoperative period was 
generally the vaporization loss. This made up 700 
of the average 1,000 c.cm. lost by blood, vomitus, 
urine, and vaporization. The sweat loss could be 
reduced if the old-fashioned postoperative ‘‘ether 
bed” were discarded. The custom of giving fluids 
parenterally on the operative day to patients who 
have undergone long, serious operations is well 
founded. 

Usually more than go per cent of the water loss 
is imperceptible. 

The authors’ method to determine the loss of fluid 
for twenty-four-hour periods was to take the begin- 
ning weight of the patient and subtract the weight 
twenty-four hours later minus the ingesta plus the 
excreta. Adult surgical patients vaporize from 1,000 
to 1,500 c.cm. of water daily when convalescing 
smoothly. Patients with hyperthyroidism with 
warm moist skin will vaporize 1,500 to 2,000 
c.cm. daily. Fever increases the production of 
heat and sweat, and thereby increases the vapor- 
ization losses. In general, water for vaporization for 
the sick surgical patient can be estimated safely 
at 2 liters. 

Sufficient fluid for the urinary output is the next 
consideration. For the sick patient the authors 
believe an output of at least 1,500 c.cm. of urine 
daily is necessary. This volume depends on the 
kidney function. Normal kidneys can excrete all 
waste material in 500 c.cm. of urine a day; less than 
this indicates retention and an increase of non- 
protein nitrogen. In cases of severe renal damage 
in which the kidneys concentrate urine to a specific 
gravity of only 1.014 to 1.010 the figures show that 
close to 1,500 c.cm. of water is required. The 
required volume of fluid increases as the concentrat- 
ing ability of the kidney decreases, and a minimum 
output of 1,500 c.cm. daily will care for the excretion 
of waste material by the kidneys in all ranges of 
function. 

Frequently ‘“‘absolute losses” of fluid, such as, 
blood, vomitus, and drainage matter, as well as the 
loss from the intestinal tract, from diarrhea, and 
exudation from the inflammatory surfaces must be 
considered. Such losses should be recorded and the 
deficit included in the daily requirements. 

The daily excretions are the factors to be con- 
sidered in maintaining a water balance. The authors 
summarize these excretions as follows: 


1. Water for vaporization.......... 2,000 C.cm. 
2; Water fOr UPING. <<..siv isc encase 1,500 c.cm. 
3. Abnormal losses of water, blood, 
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3,500 c.cm. 


If the patient is taking some fluid by mouth, that 
amount may be deducted from the 3,500 c.cm. 
Patients entering the hospital in a dehydrated 
condition present an additional problem. They re- 
quire water to maintain the body fluids and an 
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additional amount to restore the body fluid previ- 
ously lost. As there are no quantitative tests to 
determine the degree of dehydration, the authors 
investigated normal subjects to determine the 
amount of water which could be lost before clinical 
signs of dehydration were apparent. 

The signs of serious dehydration were apparent 
when the patient had lost an amount of water equal 
to approximately 6 per cent of his weight. This 
volume should be added to the daily requirement if 
the patient enters the hospital with signs of dehydra- 
tion. 

The kinds of fluid to be given were investigated. 
Some dextrose should be given to all patients requir- 
ing water parenterally. The indications for giving 
sodium chloride are not so simple. Observations by 
others have firmly established the value of saline 
solutions in replacing the sodium-chloride loss asso- 
ciated with the loss of secretions from the gastro- 
intestinal tract. However, the routine administra- 
tion of saline fluids parenterally is deplored. 

While many severe surgical conditions cause reten- 
tion of water, the precipitating factor is frequently 
the indiscriminate use of saline solutions. The 
authors studied 3 groups of patients. One group 
received 5 per cent dextrose in normal saline and 
all of the patients retained water. When 5 per cent 
dextrose in distilled water was substituted the reten- 
tion ceased promptly. The second group received 
5 per cent dextrose in Ringer’s solution and 6 of the 
7 patients retained water. The third group received 
5 per cent dextrose in distilled water and none of the 
patients retained fluid. It is apparent that warnings 
concerning the development of edema following the 
indiscriminate use of sodium-chloride solutions are 
well founded. Edema is not frequently seen because 
such treatment is continued for only one or two 
days usually 

To avoid the administration of excessive amounts 
c. salt, the carbon-dioxide combining power should 
be determined. If low, 1,500 to 2,000 c.cm. of 
Ringer’s solution may be given, but additional deter- 
minations should be made every two days. Another 
plan is to give Ringer’s solution parenterally, in an 
amount equal to that of the vomitus. Eighty per 
cent of the patients studied received parenteral 
saline solutions simply because they were unable on 
account of their treatment to take sufficient fluid 
to maintain a normal balance by mouth—they had 
not been vomiting nor were they dehydrated. 

The authors prefer the intravenous route of 
administering fluids. Cannulas are seldom em- 
ployed. The rate of flow is never faster than 500 
c.cm. per hour. Harvey S. ALLEN, M.D. 


Huntoon, R. D.: Tissue Heating Accompanying 
Electrosurgery. Ann. Surg., 1937, 105: 270. 


According to earlier clinical studies in which the 
thermocouple was used to measure the rise in tem- 
perature, high-frequency currents employed in tis- 
sue cutting have an undesirable heating effect on 
the surrounding structures. In such studies the use 
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of thermocouples per se introduces a number of 
errors for which correction must be provided. 

Tissue cells may be considered as a circuit of small 
condensers connected in series, with small resist- 
ances, and contained in body fluid which is a good 
conductor. The high-frequency current is carried 
by the boc_ fluid to the tissue cells or small con- 
densers which in turn offer varying degrees of re- 
sistance to the passage of the current. The passage 
of the current through the tissues produces heat. The 
amount of heat generated depends upon the resist- 
ance, the time of the current flow, and the square of 
the current density. Under ideal conditions the 
amount of heat produced by the cutting loop is as 
the fourth power of the distance from the loop. How- 
ever, use of this law for more than an indication of 
what to expect is practically impossible because the 
loop is used with varying speed, the tissues are non- 
homogeneous, and the cutting is done under water. 

The heat generated by the passage of a high- 
frequency cutting current through a tissue can be 
measured by the thermocouple measuring circuit. 
However, the measurements so made may be greatly 
increased by secondary electrical effects on the 
thermocouple. The apparatus used by the author in 
measuring heating effects in tissue consisted of the 
usual thermocouple and a measuring circuit appara- 
tus. Instead of a probe for measuring depth and dis- 
tance from thermocouple, a pyrex ring was employed 
to serve as a base through the center of which a 
depth gauge could be inserted. Gauge readings were 
accurate to 4 mm. 

A measuring electrical heat circuit may yield 
erroneous results because of the following factors: 
(1) stray electromotive forces created by the pres- 
ence of two dissimilar metals in a circuit; (2) lagging 
of the temperature of the couple behind that in the 
tissue; (3) failure of the galvanometer in circuit to 
indicate the temperature at the couple quickly 
enough, with the occurrence of tissue cooling in the 
interim; (4) the use of some of the heat by the 
thermocouple itself; (5) the occurrence of a suspen- 
sion distortion in the galvanometer deflection of 0.6 
cm. in a period of thirty minutes if the galvanometer 
is connected in the circuit all through the measure- 
ments; (6) an eddy current heating effect which is 
about the same regardless of the size of the thermo- 
couple tips used; and (7) electrostatic pick-up. The 
electrostatic pick-up is the greatest source of error. 
This is due to a local heating or point heat effect as 
the current flows from the tissue to the thermo- 
couple. 

In the investigations reported in this article the 
author attempted to eliminate these sources of error. 
He cites the work of Caulk and Harris which 
showed that thermocouples coated with shellac in- 
creased the overheating error or electrostatic pick- 
up. He found that three-second cuts mad: with a 
Stern-McCarthy loop with the thermocouple 3 mm. 
from the bottom of the trough or wound produced a 
temperature rise of about 5.2 degrees C. The tem- 
perature readings in the experiments of Caulk and 
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Harris were higher by as much as 800 per cent. This 
was found by the author to be due to failure to elimi- 
nate the described sources of error. Thermal death 
in living cells can be produced when there is a tem- 
perature rise of rr degrees. Therefore the sloughing 
and necrosis of tissue contiguous to the cut or coagu- 
lation made by the high-frequency electric knife is 
not so great as is indicated by the work of Caulk 
and Harris. BENJAMIN G. P. SHAFIROFF, M.D. 


Webster, J. P.: Thoraco-Epigastric Tubed Pedicles. 
Surg. Clin. North Am., 1937, 17: 145. 


A pedicle flap consists of skin and subcutaneous 
tissue the blood supply of which is preserved by 
maintenance of its usual connection to the body. 
There are 2 types of pedicle flaps: (1) the open pedi- 
cle flap, and (2) the tubed pedicle flap. 1a the open 
pedicle flap the subcutaneous surfaces become con- 
taminated by bacteria during the time they remain 
exposed externally before the flap is transferred to 
the defect. 

The tubed pedicle graft is similar to the open flap 
except that its free lateral margins are approximated, 
the graft having therefore the appearance of a tube 
of skin. It has many advantages. There is no bac- 
terial contamination and no disturbing serous dis- 
charge. Hospital dressings are reduced to the mini- 
mum. The tubed pedicle is easily mobile and flexi- 
ble and does not shrink or contract. The pedicle can 
be left undisturbed in situ even for months, until the 
patient is ready for operation. Most important of 
all, the surgeon can work with clean material and 
expect primary healing. 

The thoraco-epigastric region is an especially good 
area for long pedicle tube flaps. The flaps extend 
from the side of the chest down to the anterolateral 
aspect of the abdominal wall, from the axilla down 
to the inguinal region. Even when the flaps are of 
considerable width, the resulting defect on the 
abdominal and chest walls may be readily closed by 
suture. As the upper or lower end of the pedicle 
can be easily swung to distant areas without the use 
of intermediate sites, the patient is relieved of awk- 
ward positions and extra surgery is rendered un- 
necessary. The scar resulting from the formation of 
the flap is on a portion of the body which is covered 
by clothing, and there is no resulting functional dis- 
ability or physiological impairment. 

The surface of the thoracic and abdominal regions 
is rich in small arteries and veins which run close to 
the superficial layer of the deep fascia where they 
divide, and extend upward to supply the subcuta- 
neous fat and epidermis or down to the muscle. The 
main arterial branches are the long thoracic artery, 
the superior thoracic artery, the superficial inferior 
epigastric artery, and the superficial circumflex 
iliac artery. Superficial veins accompany these 
arteries. When the pedicle flap is first made the 
blood vessels ramify in all directions. After the 
seventh day an orderly arrangement is established 
with the blood vessels running in the long axis of 
the pedicle. 





SURGICAL TECHNIQUE 


Main Veins 


Fig. 1. Diagram of cross-section of raised pedicle. A, 
Cross-section of the skin. A’, Cross-section of tubed pedi- 
cle. 


The tubed thoraco-epigastric flap is formed as 
follows. The patient is given a general anesthetic— 
basal avertin supplemented by gas oxygen in the 
cases of adults and ether in the cases of children. 
Half of the body is prepared in the routine manner 
from the neck down to the inguinal region. The 
thoraco-epigastric vein is identified and its course 
visualized by tracing it on the skin with a dye. The 
vein can be made more visible by washing the skin 
with alcohol or sterile saline solution. In the cases 
of adults the width of the flap is usually from 8 to 10 
cm. The flap is cut so that the tracing of the vein 
lies in the center and the edges of the wound are 
equidistant and parallel with each other. To pre- 
vent tension and facilitate closure of the tubed pedi- 
cle, the anterior incision is started and ended at a 
lower level than the posterior incision (See diagram). 
The pedicle is raised by dissecting between the super- 
ficial and deep layers of the deep fascia. Hemostasis 
is carefully secured. Uncontrolled hemorrhage in a 
tubed pedicle interferes with circulation and may 
result in necrosis. The tube is formed by turning the 
skin edges downward and rolling the raw surfaces 
inward. Theskinedgesaresutured withdermal sutures. 
Care must be taken to avoid tying the sutures too 
tightly. The tubed pedicle is retracted from the 
operative wound by gauze compresses. The wound 
edges of the abdominal wall are undercut so as to 
allow better skin approximation. The superficial 
layer of the deep fascia is closed with interrupted 
braided silk sutures. The skin edges are sutured 
with a finer silk, Deknatel C. The approximation is 
facilitated by means of intradermal wheals of 
methylene blue made at the beginning of the opera- 
tion. Through a small transverse incision the opera- 
tive region is drained dependently for from twenty- 
four to forty-eight hours. A long suture is placed 
through the drain so that the latter can be removed 
without changing the dressing. Wound edges are 
covered by longitudinal strips of gauze moistened 
in Dakin’s solution. The dressing is not changed for 
six days; sutures are removed on the ninth day. 

The described procedure may be modified by the 
surgeon if he fears that necrosis may occur in the 
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Fig. 2. Diagram after Davis and Kitlowski, showing 
method of staggering parallel incisions. Single and double 
dots are made by the hypodermic injection of dye near the 
skin edges to facilitate even closure. The tube is formed 
by suturing Points B’-B’, C’-C’, etc. The skin is closed 
beneath the tube by suturing Points B-B, C-C, etc. Closure 
at each end will be made by bringing A to A’, A’, and X 
to X’, X’. Interrupted sutures will close the projecting 
ends of each incision. This is the procedure advised for 
the formation of a long tubed pedicle made at 1 stage. 


center of the tube pedicle. This is done by making 
a long anterior incision and 2 shorter posterior in- 
cisions parallel with the anterior incision. The pedi- 
cle tube therefore consists of an upper and a lower 
tube with a central bridge which may be formed 
into a tube after the blood supply has become well 
established. 

In cases of emergency, when, after the tube is 
fashioned, closure of the defect cannot be accom- 
plished by the regular procedure because of the 
patient’s condition, the surgeon can fill in the defect 
with Ollier-Thiersch grafts or cover it with gauze 
impregnated with xeroform ointment. At a later 
date, when the patient’s condition warrants, the 
defect may be sutured or filled in with a pinch graft. 

BENJAMIN G. P. SHAFrRoFF, M.D. 


Rovenstine, E. A.: Revivification: Operating-Room 
Procedures. Surg. Clin. North Am., 1937, 17: 93- 


Experimental physiological evidence indicates 
that revivification can be accomplished after periods 
of suspended cardiac and respiratory activity. Vital 
functions may become paralyzed as the result of an 
overdose of an anesthetic agent, the depressant 
action of carbon dioxide, insufficient oxygenation in 
the lungs, anoxemia from hemorrhage or shock, 
toxemia, and anaphylactic reactions. Successful 
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‘revivification requires action against both respira- 
tory arrest and circulatory collapse, as they are 
interdependent. 

Artificial respiration provides for oxygenation of 
the tissues and the removal of carbon dioxide. It 
may reduce any toxic drug effect on the vital cen- 
ters. It supplies the propulsive forces for the circu- 
lation of the blood. There are 3 methods for artificial 
respiration: (1) the Schaefer prone-pressure, (2) the 
Silvester arm-abduction, and (3) the Eve board- 
tilting method. The Silvester method is the most 
practical in the operating room and can be used in 
combination with other emergency procedures. 

Artificial respiration may be maintained by means 
of a tracheal catheter inserted under direct vision 
with a laryngoscope. Through this catheter oxygen 
and carbon dioxide may be rhythmically insufflated. 
The rhythm should simulate that of normal respira- 
tion. During the respiratory phase the mouth and 
nose should be closed to obtain maximum inflation. 
In the expiratory phase, manual compression facili- 
tates emptying of the lungs and acts as a cardiac 
stimulant. 

During these maneuvers the patient should be in 
the Trendelenburg posture. By means of this pos- 
ture the blood is drained from the splanchnic area 
to the heart so that a maximum amount of oxy- 
genated blood is perfused through the brain with 
consequent retardation of cortical cell damage and 
central nervous system asphyxia which result in 
pathological damage of that structure as early as 
eight minutes after the onset of asphyxia. 

The asystolic heart may be revived in a number 
of ways even though it may have been at a standstill 
beyond the eight-minute limit. In the early stage of 
myocardial anoxia the cardiac musculature is highly 
irritable and may respond to exciting stimuli. 
Hearts that are not involved by a pathological 
process may be expected to react to revivification. 
Intracardiac injection may be of 3 types: (1) intra- 
pericardial, (2) intramuscular, and (3) into the 
cavity of the heart. The solution of choice is adrena- 
lin, which stimulates the myoneural junction. Since 
drugs unrelated to adrenalin have had a stimulating 
effect on the asystolic heart, local trauma may be 
the exciting factor. The puncture wound made by 
the needle may create an electrical action current 
which may be sufficient to incite a ventricular sys- 
tole followed possibly by re-establishment of the 
nodal rhythm though initial action currents in the 
ventricle lead only to ventricular extrasystoles or 
possibly ventricular fibrillation which is not com- 
patible with life. Stimulation of the auricle by needle 
prick may lead to auricular fibrillation which is 
compatible with life. It is therefore more desirable 
to stimulate the auricle. This can be done by an 
intracardiac puncture (with a needle 4% in. long) 
through the third interspace close to the right mar- 
gin of the sternum. 

In event of failure there are other methods for 
revivification of the heart. The intravenous infusion 
of glucose with adrenalin combined with cardiac 
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massage and artificial respiration may prove useful. 
If the abdomen is open, subdiaphragmatic massage 
of the heart or even incision into the diaphragm with 
direct rhythmic compression of the heart can be 
tried. 

The entire operating room personnel should func- 
tion as a team. The anesthetic should be discon- 
tinued and the patient placed in the Trendelenburg 
position. Meanwhile, mouth-to-mouth breathing 
should be employed. The anesthetist should do an 
endotracheal intubation under direct vision with 
the aid of the laryngoscope, which should always be 
ready for use in every operating room. The surgeon 
may massage the heart or do an intracardiac injec- 
tion. One assistant may give artificial respiration, 
and the other the intravenous injection. The 
described procedure should be tried in every case of 
sudden death in the operating room. 

BENJAMIN G. P. SHartrorr, M.D. 


Uebelhoer, R.: A Study of Postoperative Retention 
of Urine (Studie zur postoperativen Harnverhalt- 
ung). Zentralbl. f. Chir., 1936, p. 1895. 


The study herewith reported was made because of 
the author’s observation that the retention of urine 
following operations on the rectum does-not fall in 
the same category as postoperative retention in gen- 
eral. In its unusual persistence, the former differs 
from all other common postoperative retentions 
except the retention following major gynecological 
operations. It occurs not only after operations for 
hemorrhoids, the excision of fistulas, and, especially, 
extensive operations for rectal cancer, but also in 
inflammation in the region of the rectum and in 
abscess of the pouch of Douglas. Except after a 
radical operation for cancer of the rectum, it does 
not differ essentially from the postoperative reten- 
tion which occurs occasionally, for example, after 
operations for hernia. Recognized causes are the 
difficulty experienced by many patients in urinating 
in the recumbent position, inability to contract the 
abdominal muscles because of wound pain, insufh- 
cient filling of the bladder because of the reduction 
in the intake of fluid the evening before the opera- 
tion, and psychogenic disturbances. 

Morphine often causes sphincter spasm. Esau 
claimed that in cases of inflammatory processes in 
the region of the rectum and bladder, and especially 
in cases of abscess in the pouch of Douglas, the 
edematous infiltration and tissue tension are respon- 
sible for retention. According to Hennig and 
Schweizer, the retention is due to injury of the 
nerves of the bladder by. the pressure of exudate. 

Retention is especially frequent after operations 
for cancer of the rectum. Recently Goetze called 
attention to the fact that, after such operations, in- 
jury of the sympathetic and parasympathetic nerves 
of the bladder is also to be considered. The author 
presents a table from which the following conclu- 
sions may be drawn: 

1. Retention of urine may occur without opening 
of the peritoneum, even after simple axial colostomy. 





SURGICAL TECHNIQUE 


2. After the Goetze manipulation, disturbances of 
urination are quite common. 

3. Retention of urine is frequent after injury and 
denudation of the posterior surface of the prostate, 
detachment of the bladder, and injury or resection 
of the wall of the vagina. 

4. Extension of a tumor into the hollow of the 
sacrum and typical cancer pains do not of them- 
selves cause urinary retention. 

5. Postoperative infection of the wound cavity 
causes inflammation of the bladder rather than uri- 
nary retention at first. 

Two nerve plexuses may be damaged: the pelvic 
nerve from the sacral parasympathetic system and 
the hypogastric sympathetic plexus. Therefore, in 
the extirpation of the rectum, care must be taken to 
avoid injuring the pelvic nerve and this is apparently 
possible. 

The rest of the article deals with the effect upon 
the function of the bladder of irritation and division 
of the pelvic and hypogastric nerves. Irritation of 
the pelvic nerve leads to relaxation of the sphincter 
through contraction of the detrusors, and bilateral 
section of this nerve to prolonged relaxation of the 
detrusors and retention of urine. Section of the 
hypogastric nerve increases the tonus of the bladder, 
but this effect has not been satisfactorily explained. 

The author presents several curves of bladder- 
pressure readings to clarify the postoperative blad- 
der disturbances occurring after the radical opera- 
tion for rectal cancer. It seems to him that injury 
of the pelvic nerve with irritation of the hypogastric 
nerve leads to urinary disturbances. With regard to 
the effect of irritation of the hypogastric nerve and 
injury of the pelvic nerve the data are inconclusive. 

Hennig and Schweizer believe that the retention 
of urine associated with abscess in the pouch of 
Douglas is due to a disturbance of nerve conduction 
caused by exudate pressure. If this theory is cor- 
rect, the chief factor is irritation of the hypogastric 
nerve. Overdistention of the bladder and muscular 
decompensation must be other factors. Moreover, 
on cystoscopic examination, relaxation of the outlet 
of the bladder, the so-called sign of Schramm, is also 
noted occasionally. This was observed by Goetze a 
long time after operation on the rectum. It is diffi- 
cult to explain. 

In conclusion the author states that postoperative 
retention of urine is not always due to the same 
cause or to a single cause. The usual retention of 
short duration is probably due as a rule to a psychic 
or reflex inhibition and not to a local factor. The 
more prolonged retention following an operation 
performed at a distance from, or close to, the bladder 
may be related to an unrecognized disturbance of 
evacuation of the bladder and the direct effects of 
the operation. The prolonged retention after rectal 
and genital operations is the result of various dis- 
turbances, foremost among which are injury of the 
pelvic nerve and over-distention and muscular de- 
compensation of the bladder wall. Domination of 
the sympathetic innervation as the result of irrita- 
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tion of the hypogastric nerve is an uncertain cause. 
The usual medical measures for the treatment of 
postoperative retention of urine are seldom success 
ful after rectal operations. An injection of pilo- 
carpine is often contra-indicated by the patient’s 
general condition. The therapeutic factor of chief 
importance is timely use of the catheter. Delay of 
catheterization for fear of cystitis is unjustified. 
(E. Gass). CLARENCE C. REED, M.D. 


Dixon, C. F., and Deuterman, J. L.: Postopera- 
tive Bacteroides Infection: Report of 6 Cases. 
J. Am. M. Ass., 1937, 108: 181. 


At the Mayo clinic, infection with bacteroides 
funduliformis has occurred in 6 cases in which opera- 
tion was performed for carcinoma of the large in- 
testine, in 2 cases in which operation was performed 
on the male genito-urinary tract, and in 1 case in 
which operation was not performed. The authors 
make a report on the first 6 cases. 

The series of patients included 2 females and 4 
males. In 4 of the cases, bacteroides-funduliformis 
septicemia occurred after exploratory laparotomy 
had been performed for carcinoma of the rectum 
and in 1 case it occurred after operation had been 
performed for carcinoma of the rectosigmoid. In 
the case in which recovery occurred, bacteroides 
funduliformis was obtained on culture of the mate- 
rial from the wound. 

In most of the cases the liver was affected and the 
degree of jaundice varied from the moderate to the 
extreme. The jaundice occurred from four to seven 
days after the onset of the postoperative infection 
and usually progressed to an extreme degree. In 2 
cases jaundice was not present, and in one of these 
the patient recovered. 

An apparently distinctive feature of postoperative 
bacteroides septicemia was profuse perspiration. The 
sweating that occurs in streptococcic septicemia is 
not nearly so severe as that which occurred in these 
cases. Exhausting chills and sweating occurred in 
every case except the 1 in which recovery took place 
and in which bacteremia was not present. 

The increase in the pulse rate usually was in pro- 
portion to the elevation of the temperature. In 
almost every case the quality of the pulse was good 
until a few days before death. In the 5 cases that 
ended fatally, death occurred from fifteen to twenty- 
one days after the onset of the septicemia. 

The presence of mild symptoms in the case in 
which recovery occurred may indicate that bac- 
teroides-funduliformis infection is more common 
than has been believed and that it may be present 
in cases in which short, postoperative febrile attacks 
occur. In the case in which recovery took place, the 
temperature was highest on the fourth postoperative 
day, and returned to normal a few days later. The 
presence of bacteroides funduliformis in the culture 
from the wound suggests that this organism may 
be a factor in postoperative complications. 

Blood cultures may not become positive for from 
five to seven days after the onset of the symptoms 
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and they should not be discarded if there is no 
growth in forty-eight hours. When bacteroides 
septicemia is suspected, repeated blood cultures 
should be taken. 

As no specific treatment is known, the usual 
supportive measures were used. A positive water 
balance was obtained by the intravenous adminis- 
tration of dextrose in a physiclogical solution of 
sodium chloride. Most of the patients were able to 
take fluids by mouth until they became confused 
by the severe toxemia. A r per cent solution of 
gentian violet was administered intravenously in 
those cases in which early infection of the blood 
stream occurred. An oxygen tent was used when 
dyspnea or cyanosis was present. When pruritus 
accompanied the jaundice it was not of sufficient 
intensity to require treatment. A solution of dex- 
trose was administered intravenously when evidence 
of hepatic damage appeared. 


Brewer, J. H.: The Present Status of the Sterility 
of Catgut Sutures on the American Market. 
J. Am. M. Ass., 1937, 108: 722. 


The survey reported in this article was undertaken 
with 2 objects in view: (1) to study critically the 
technique which has been employed heretofore in 
testing the sterility of catgut sutures, to modify this 
technique as might seem desirable, and to describe it 
in such manner that it might be of use to the manu- 
facturers of sutures and others interested in the 
control of these products; and (2) to determine the 
sterility of sutures now available on the American 
market, especially those recently manufactured as 
compared with those on the market some years ago. 

In considering all of the sutures tested, it was 
found that practically the same proportion of manu- 
facturers have had non-sterile products. If only 
sutures of recent manufacture are considered, the 
percentage of firms placing non-sterile products on 
the market drops from 43 to 12.5, indicating that 
fewer non-sterile sutures are being manufactured 
today than formerly. Of the 30 non-sterile sutures 
found, 25 were found among the 220 old sutures ex- 
amined and 5 among the 800 sutures of recent manu- 
facture. 

While it is apparent that there is need for ade- 
quate control of the sterility of catgut sutures manu- 
factured and sold in America, it is probable that 
publication of the results of Meleney and Chatfield 
and of Clock has had considerable influence in im- 
proving the quality of sutures now being manu- 
factured so far as sterility is concerned. 

SAMUEL Kaun, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Wilson, W. C., Jeffrey, J. S., Roxburgh, A. N., and 


Stewart, C. P.: Toxin Formation in Burned 
Tissues. Brit. J. Surg., 1937, 24: 601. 


The authors present a short review of the produc- 
tion of toxic substances in burns. 
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They investigated the toxicity of edema fluid in 
rabbits and concluded that the edema fluid is toxic 
after four hours up to a maximum of about forty- 
eight hours. Bacterial invasion of the edema fluid 
also becomes progressively more evident. The 
symptoms of toxicity in rabbits varied from almost 
immediate death to much milder symptoms. Hypo- 
tension was a consistent finding in all of the reactions. 

Edema fluid from burns was also toxic when in- 
jected subcutaneously or intraperitoneally into rab- 
bits, but to a lesser degree than when injected 
intravenously. 

No unusual post-mortem changes were found in 
animals which succumbed early. In the others the 
liver was pale, yellowish, and abnormally firm. 
Microscopic examination showed fatty degeneration. 

The authors found that the toxic principles were 
present in both the albumin and globulin fractions 
of the edema fluid. Heating the fluid to 60° C. for 
thirty minutes decreased its toxicity. Immuniza- 
tion with the edema fluid was unsuccessful. 

ArtTHuR A. SCHAEFER, M.D. 


Hilgenfeldt, O.: The Treatment and Pathogenetic 
Bases of Burns (Die Behandlung und die patho- 
genetischen Grundlagen der Verbrennungen). Er- 
gebn. d. Chir., 1936, 29: 102. 


The author limits his discussion to severe burns, 
those followed by general disturbances and, accord- 
ing to medical experience, prolonged illness. Mild 
burns have no special characteristics and demand 
only observance of the rules of general wound treat- 
ment. The peculiarity of severe burns is due pri- 
marily to the fright caused by the accident, with all 
of its unfavorable sequelz, and to the thermic irrita- 
tion and damage of numerous sensory nerve endings, 
the combined effect of which results reflexly in the 
initial nervous shock. The shock is maintained by 
the pain, the inflammatory processes in the region 
of the damaged tissue, changes in the blood, and the 
subsequent resorption of harmful substances. 

A sharp differentiation between the stages in the 
course of the illness following a severe burn is im- 
possible. It may be said only that after the end of 
the second day the severity of the disease picture is 
determined by the injury resulting from the resorp- 
tion of the products of tissue destruction and bacte- 
rial growth. This injury becomes apparent very 
early—from six to eight hours after the burn. Much 
earlier, ferments liberated from the damaged cells 
enter the blood stream. The most important injuries 
combine and reach their peak within from twenty- 
four to forty-eight hours. Therefore, in cases of ex- 
tensive burns, the limit of the greatest danger to life 
is reached at the end of forty-eight hours. 

As the result of the shock, the contractility of the 
vessels is decreased, the penetrability of the capillary 
walls is increased, plasma flows into the tissues, a 
local accumulation of large amounts of blood occurs, 
the amount of circulating blood is decreased, and 
there is a marked inflammatory exudation in the 
region of the thermally damaged tissues. The great 
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loss of fluid occurs at the expense of the blood and 
not at the expense of the other tissues. Even within 
an hour after the accident the erythrocyte is con- 
siderably increased, but within from thirty-six to 
forty-eight hours it returns to normal. All of these 
changes result in a general decrease of the oxygen in 
the body as well as disturbances in the lesser circu- 
lation which have a particularly unfavorable effect 
on the brain and the regulating centers, a disturb- 
ance of the isotonicity of the blood, a change in the 
colloid condition, and disturbances of the acid-base 
balance. 

As the result of the destruction of erythrocytes by 
the direct effect of the heat, there is a brown dis- 
coloration of the serum due to hemoglobinemia. 
Some of the damaged blood elements are removed 
from the blood stream by the spleen and the liver. 
If the number is greater, the rest are removed by 
the kidneys and, as a consequence, the renal tubules 
become clogged and partial or total failure of renal 
function occurs. Renal function is decreased also by 
a decrease in the chloride content of the blood. If 
the patient survives the mechanical injury of the 
kidney, this is usually relieved after two days, but 
the functional disturbance may persist. A true in- 
flammation of the kidney, a “burn nephritis,’ does 
not occur. 

After the first two days following the accident the 
patient’s fate depends upon the condition and the 
course of healing of the wound. The changes in 
the adrenals are not among the chief causes of death. 
They may disappear completely in a short time, and 
they are not in any way characteristic of burns, as 
they occur also as the result of shock, the resorption 
of products of protein decomposition, and the action 
of bacterial toxins. They occur earliest and are most 
marked in childhood. They do not constitute a 
contra-indication to the administration of adrenalin 
or drugs with an effect similar to that of adrenalin 
in the first days. They are evidence of the severe 
damage to the nervous system which renders it un- 
able to overcome this injury and results also in 
pathologico-anatomical changes, even cerebral edema 
in not a few cases. To this is related also the be- 
havior of the temperature. In man, abnormally low 
temperatures are found only in the axilla, whereas 
determinations made in the rectum and vagina at 
the same time may show life-threatening high tem- 
peratures. 

The treatment is directed first against the pain 
and shock. Morphine is dangerous. Atropin has a 
sedative effect on the nervous system and, in com- 
bination especially with calcium, is to be recom- 
mended for its action on the blood vessels and its 
effect in reducing the tendency toward the develop- 
ment of inflammation. Of first importance in the 
treatment of the shock is the intravenous adminis- 
tration of fluid, at least the temporary administra- 
tion of sodium chloride solution with the addition of 
a drug having an effect similar to that of adrenalin. 
With regard to the local treatment of extensive burn 
wounds the author calls attention to the disadvan- 
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tages of various procedures frequently employed and 
to the limited effect of antiseptic wound treatment. 
For the checking of infection, drying methods of 
treatment are first to be considered. Of these, 
the procedure which has proved best is the tannic 
acid treatment re-introduced by Davison. In von 
Haberer’s Clinic the old Stahl burn liniment com- 
bined with tannic acid is used as recommended by 
Kraft. The procedure is as follows: 

If shock is present, an injection of ephedralin is 
given first. If the wound is grossly contaminated, it 
is irrigated. The tannin-burn liniment is then pre- 
pared as quickly as possible. For this purpose the 
burn liniment is kept available in 1,000-c.cm. flasks, 
and a 50 per cent aqueous solution of tannin in 
100-gm. dark flasks. Both are kept cool. Before 
they are used, equal parts of the two fluids are poured 
into a sterile bowl and the yellowish-brown mixture 
is stirred with a sterle spatula. Sterile pieces of 
linen are then dipped in the mixture and when well 
soaked with it are placed on the wound. Over these 
are placed a thin layer of cellulose and a loose gauze 
bandage. On the first day the dressing is changed 
4 times; on the second day, 3 times; and thereafter 
twice daily until complete healing has occurred. The 
injection of atropin and calcium is continued as long 
as the condition of shock persists. 

In conclusion the author discusses the treatment 
of cicatrices and the plastic operations performed for 
their removal. 

(A. FRAENKEL). STANLEY J. SEEGER, M.D. 
Flimm, W.: The Functional End-Results in Cases 
of Injuries and Loss of the Finger Tips Treated 
with Cod-Liver Oil and Plaster of Paris (Die 
funktionellen Dauerergebnisse der Fingerkuppen- 
verletzungen und -verluste nach Lebertran-Gipsbe- 
handlung). Zentralbl. f. Chir., 1936, p. 2500. 


According to Baumann, the treatment of wounds 
of the finger tips by means of accurately shaped 
and fitted flaps of soft parts does not yield 
satisfactory results. It often requires the sacrifice 
of a large portion of the member. The scars are ab- 
solutely unsatisfactory. With regard to free plastic 
procedures, Kirschner-Schubert, Braun, Meltzer, 
and others claim that the free skin flaps heal poorly 
and have little resistance and poor sensitivity. 
Thiersch flaps are generally not to be considered. 
Even the stump plastic with use of abdominal skin 
has failed to meet expectations. 

Flimm investigated the end-results of the cod- 
liver oil and plaster dressing method and compared 
them with those of the finger-tip plastic operation 
of Meltzer and Fillinger and Baumann’s statistics 
on finger injuries. Of the numerous cases, he selected 
100 in which photographs had been made of the 
original injuries. In no case was there a secondary 
panaritium or phlegmon, whereas, of the con- 
servatively treated cases reviewed by Baumann, 
complications and necrosis occurred in 33 per cent. 
The length of treatment for 1 finger-tip injury 
averaged forty-three days; that for 2 injuries, 
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seventy days; and that for 3 injuries, sixty-three 
days. Meltzer estimated the duration of treatment 
at thirty-four days. Baumann estimated it at forty- 
seven days for operative treatment and seventy- 
eight days for conservative treatment. 

Of the 100 patients whose cases he reviewed, 
Flimm was able to re-examine personally 44 with 
60 finger-tip injuries (13 over one year, 21 over two 
years, and 10 over three years old). All of the pa- 
tients who were re-examined had returned to their 
former occupations. Only 2 had been obliged to 
change to lighter work. There had been no need for 
an intervening rest period. The new skin was well 
cushioned and well supplied with blood. There was 
no glossiness, cyanosis, or ulceration of the fingers. 
Of 83 fingernail injuries, a perfect finger nail had 
grown again in 55, whereas of 47 cases of fingernail 
injuries reported by Baumann, good results were 
obtained in only 7. Paresthesias and hypersensi- 
tivity to touch were present in 12 cases. Tables 
showing the objective findings of investigations 
regarding sensitivity and comparisons of these find- 
ings with those reported by Meltzer favor the cod- 
liver oil treatment. 

In conclusion the author says that, of 60 finger- 
tip injuries, the results were ideal in 36, good in 20, 
and poor in only 4. Five photographs are pre- 
sented. (FRANZ). CLARENCE C. REED, M.D. 


Meleney, F. L., and Johnson, B. A.: Further Labor- 
atory and Clinical Experiences in the Treat- 
ment of Chronic Undermining Burrowing 
Ulcers with Zinc Peroxide. Surgery, 1937, 1: 169. 


To be effective in the treatment of burrowing 
ulcers, zinc peroxide must have certain physical 
characteristics. These properties may be determined 
by heating it at a temperature of from 130 to 140 
degrees C. for from one to four hours. When sus- 
pended in 10 parts by weight of distilled water, it 
then sediments rapidly, leaving a clear supernatant 
fluid. In the course of an hour, bubbles of oxygen 
begin to form in the sediment, and after twenty-four 
hours the latter becomes flocculent and curdy with 
the evolution of a considerable quantity of oxygen. 
Five grams in 50 c.cm. of distilled water should 
liberate from ro to 20 c.cm. of oxygen in twenty-four 
hours. Further confirmation of effectiveness may 
be had by determining the amount of soluble oxygen 
produced in the supernatant fluid and by testing 
the antiseptic powers of the suspension against the 
organisms recovered from the lesion. 

The authors report 10 cases of chronic under- 
mining ulcers which were treated with zinc peroxide. 
The condition is a rare chronic infectious process 
which may occur at any age, in either sex, and on 
any surface of the body. It is caused by the invasion 
of a micro-aerophilic hemolytic streptococcus through 
a wound. It is characterized by prolonged suppura- 
tion accompanied by the gradual development of 
an ulcer with undermined, rolled-in skin margins 
and sinuses which tend to burrow beneath the skin 
or into the deeper tissues along lymphatic chan- 
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nels, veins, or fascial planes. The ulcer gradually, 
enlarges. Its base is covered with grayish, gelatinous, 
anemic, shaggy granulations. Hematomas may form 
spontaneously in the granulation tissue. Daughter 
ulcers may be formed by perforation of the skin from 
beneath or its inoculation from the surface. Ther 
is usually a moderate fever with moderate pain in 
the wound. The infection rarely involves muscle, 
bone, or blood vessels. When these are invaded its 
irradication is almost impossible. 

Early diagnosis is rare. As a rule the process goes 
on for months with resulting severe destruction of 
tissue. In early cases the diagnosis is usually missed 
because anaerobic cultures are not made. 

Every conceivable kind of antiseptic has been 
used in the treatment of such ulcers without effect. 
There is some evidence that large doses of ultra 
violet light have a favorable effect. The authors 
have demonstrated repeatedly that zinc peroxide 
will almost invariably halt the spread of the infec- 
tion if it is brought into contact with every part 
of the infected surface. Undermined flaps and 
sinuses should be widely opened and the infected 
surface flooded with a creamy suspension of the 
zinc peroxide in equal parts of distilled water. The 
wound should then be packed with fine-meshed 
gauze soaked in the same solution and sealed with 
vaseline gauze to prevent evaporation. Every 
twenty-four hours the dressing should be changed 
and the wound cleansed of exudate by washing it off 
with distilled water or saline solution. As soon as 
the undermined flaps have healed down and new 
skin has begun to grow in from the margins, the 
ulcer may be covered with skin grafts of the Reverdin 
type. After twenty-four hours the grafted area 
should again receive a thin suspension of the zinc 
peroxide until healing has occurred. Frequent cul- 
tures should be made. 

Under zinc peroxide treatment the organism rap- 
idly loses its anaerobic character and its hemolytic 
property on blood-agar plates. The surgeon must 
constantly watch for evidences of reactivity and 
re-apply the zinc peroxide when reactivity is found. 

Harvey S. ALLEN, M.D. 


Saegesser, M.: Experimental Investigations Re- 
garding the Therapy of Tetanus (Experimentelle 
Untersuchungen zur Therapie des Tetanus). Helvet. 
med. Acta, 1935, 2: 553, 710. 


I. Magnesium sulphate as a spinal anesthetic. 
Magnesium sulphate is still rejected by many as a 
spinal anesthetic. However, at the Berne Clinic its 
intraspinal use in the treatment of tetanus has not 
been given up. In every spinal anesthesia there are: 
(1) the danger of respiratory paralysis, (2) a marked 
decrease in the blood pressure, and (3) the difficulty 
of limiting the anesthetic zone. With the use of 
magnesium sulphate there is no appreciable drop in 
the blood pressure. According to some, respiratory 
paralysis occurs as the result of the direct action of 
the magnesium sulphate upon the medulla, while 
according to others, it is due to brain anemia caused 
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by paralysis of the constricting nerve fibers in the 
anterior roots. The author has proved without 
exception that respiratory failure during the intra- 
lumbar use of magnesium sulphate is due to direct 
contact action rather than to brain anemia. To 
determine diffusion relationships by magnesium 
sulphate, experiments were carried out only in 
vitro. These are described in the original article. On 
account of its high specific gravity (1.083), the 25 
per cent solution shows considerable differences 
from other spinal anesthetics, for instance, it is much 
more dangerous to the respiratory center. It is 
necessary that the patient lie on his abdomen. In 
this position a lasting binding of the solution in the 
lower portions of the spine and a considerable de- 
crease of the concentration toward the medulla are 
obtained. The latter is still further decreased by 
increasing the viscosity of the solution by adding 40 
per cent glucose solution. Also, barbotage (an in- 
crease of mechanical mixing) is practiced. There- 
fore, smaller doses are more practical. Therefore, 
the danger of respiratory failure is combated with 
the ventral position, the administration of glucose 
solution, and with barbotage. 

As the pressure of the spinal fluid in tetanus is 
often very much increased, a withdrawal of some 
of the fluid is of value, but better diffusion is not 
obtained thereby. A decompression of the venous 
plexus takes place and, with it, quicker absorption. 
The withdrawal of fluid must not be too large as the 
depth and duration of the anesthesia would be too 
much decreased. 

At times the magnesium-sulphate solution fails 
to act because of irritation of the spinal meninges. 
As a result of this irritation the solution which has 
been injected into the dura is discharged more 
rapidly. In such cases the dose must be increased. 

II. Experiments with combined avertin, serum, and 
urotropin therapy. Schaefer believes that avertin 
does not only relieve the rigidity of the muscle, but 
also acts specifically, as the liquor barrier becomes 
more permeable to the serum. Saegesser employed 
avertin-serum and a 4o per cent solution of uro- 
tropin in his experiments. Avertin contains bro- 
mine, which possesses a powerful affinity for the 
ganglion cells. According to Kaspar, avertin has no 
specific action, but saves the strength of the body 
and thereby makes possible the neutralization of 
the toxin. Avertin paralyzes the ganglion cells, 
while toxin stimulates them. The more avertin 
administered, the more promptly the toxin becomes 
liberated from the cell lipoids and exposed to the 
action of the antitoxin, if the antitoxin can pass the 
liquor barrier. Urotropin must be administered in 
order to increase the permeability. In addition, 
urotropin gives off formaldehyde, which has even a 
stronger affinity for the lipoids. The avertin is a 
“carrier” for the serum. The intravenous injections 
were given to guinea pigs infected experimentally 
with tetanus. Four control animals died, the others 
survived the tetanus. In spite of the combined 
treatment it was found that the toxin which already 
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had become fixed could not be neutralized. Even 
though the rigidity passed for a time, it always re- 
turned. However, the combined treatment pre- 
vents its progression. Of the 15 animals, 12 could 
be saved. For the treatment of human tetanus the 
author recommends 50 c.cm. of concentrated serum 
containing no albumen, 50 c.cm. of 5 per cent 
avertin-kalorose in a 5 per cent solution, and 1o 
c.cm. of 4o per cent urotropin solution with a 
definite rapidity of diffusibility. This combined 
solution is to be injected intravenously with the 
Kirschner instruments. When the rigidity remains 
in spite of this treatment, he believes magnesium- 
sulphate solution is the agent of choice. 

III. The metabolism in tetanus. A. The blood 
sugar is higher than normal. The hyperglycemia is 
due to the increased formation of sugar in the liver 
from the glycogen. This increase results partly from 
central and partly from peripheral irritation. B. 
The glycogen content of the muscles and liver de- 
creases. The impoverishment or atrophy of the 
musculature is due to the tetanic muscular rigidity 
and not to the inanition. High-grade liver degener- 
ation is of decisive importance for the outcome of 
the disease. Experiments conducted on animals 
with glycogen impoverishment and experimental 
tetanus proved this conclusively. The glycogen- 
fixation ability of the liver suffers gradually. The 
author investigated the influence of increased glyco- 
gen formation and found that the injection of insulin 
and glucose delayed death for from one to three 
days. Both the liver and the muscle glycogen values 
were considerably above those of the control ani- 
mals. C. The lactic acid is increased also. This 
signifies a considerable disturbance of the resyn- 
thesis of the lactic acid produced by muscular 
activity. An increase of lactic acid is also the direct 
result of liver injury. Furthermore, there is a direct 
output of carbon dioxide and water. In every case 
of tetanus there is a lack of oxygen. Every ten- 
minute administration of oxygen produces a decided 
drop of the lactic acid in the blood. Therefore, the 
administration of oxygen is indicated immediately 
after the onset of convulsions. D. The acid-base 
balance is deviated strongly toward the acid side. 
Therefore intravenous administration of disodium 
phosphate is necessary. 

Saegesser then attempts to show that the favor- 
able prognosis in head tetanus is the result of the 
short path and the early obstruction of the toxin, 
so that only smaller amounts affect the central 
nervous system. The ineffectiveness of amputation 
proves that there are other factors involved besides 
the toxin. The convulsions may be due to the lactic 
acid, as this can produce contractions of muscle 
tissue, but the question is not as yet decided. How- 
ever, it is certain that disturbance of the acid me- 
tabolism lowers the threshold for stimulation or 
irritability. The lactic acid, however, is important 
also in another respect. The carbohydrate metabo- 
lism in the brain proceeds just like that in the 
muscular tissue. From the glycogen a lactic acid is 
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formed, four-fifths of which is resynthesized in the 
oxidative phase to glycogen and one-fifth oxidized 
to carbon dioxide and water under normal condi- 
tions. This metabolism of lactic acid takes place in 
the brain in eclampsia, uremia, and diabetic coma. 
The increase of lactic acid induces a swelling of the 
brain and in tetanus this causes death primarily. 
Conclusion. The interesting experimental inves- 
tigations of the author have advanced the treat- 
ment of tetanus considerably. If the mortality of 
tetanus has dropped from 8o per cent to from 30 to 
40 per cent as the result of serum therapy, it may 
now be possible to lower it still further with (1) the 
combined intravenous and intralumbar injection of 
serum (intralumbar injection during chloroform 
anesthesia), (2) combined avertin-serum-urotropin 
therapy, (3) the intraspinal injection of magnesium 
sulphate (25 per cent in 4o per cent glucose solution) 
with barbotage, (4) the administration of chloral 
hydrate and somnifen, or (5) the administration of 
alkalies and glucose and insulin with oxygen therapy. 
(Franz). Leo A. JUHNKE, M.D. 


Kaspar, M.: The Importance of Tetanus Antitoxin 
in the Prophylaxis and Treatment of Trau- 
matic Tetanus (Die Bedeutung des Tetanusanti- 
toxins in Prophylaxe und Behandlung des Wund- 
starrkrampfes). Beitr. z. klin. Chir., 1936, 164: 31. 

The question of the importance of prophylactic 
measures against traumatic tetanus has not yet 
been answered satisfactorily. At one time the de- 
crease in the frequency of the condition in Germany 
was believed to be due in part to the improvement 
in the treatment of wounds. At another time it was 
attributed to removal of the German troops from 
the infected Aisne region. In the period after the 
World War there were reports of cases in which, in 
spite of timely serum prophylaxis, death from teta- 
nus occurred. Against comparisons between the 
mortality of tetanus over long periods of time be- 
fore and after the introduction of serum prophylaxis 
are the facts that the number of injuries has greatly 
increased as the result of the great increase in traffic 
accidents, and that, in the compilation of such 
statistics, no investigation was made to determine 
whether serum was injected in the fatal cases. 

As a result of his ten years’ experience in Nuern- 
berg and Dortmund, the author believes that pro- 
phylaxis is necessary. He states that the injection 
must be made at the right time, that is, within two 
days, and the dose of 2,500 antitoxin units must be 
increased, the greater the injury, up to 12,500 anti- 
toxin units. As the protective effect is limited, the 
serum should be given not only before new opera- 
tions, but also in cases of infected, markedly sup- 
purating wounds. The injection should be repeated 
after two weeks and then every week because the 
antitoxin content of the blood diminishes rapidly. 

With regard to danger from the serum, Hinstorff 
found that, within a period of two years, 147 pa- 
tients developed anaphylactic shock, and 8 of these 
died. In a series of 18,000 injections Mosters had 


1 death; in a series of 2,000,000 injections, Bruce had 
2 deaths; and in a series of 100,000 injections, 
Pfaundler had 3. 

The replies to a questionnaire sent out by the 
Zeitschrift fuer aerstliche Fortbildung showed that 
opinions differ; that relatively few clinics are radical 
supporters of prophylaxis, but that in the majorit, 
of them injections are given in selected cases. The 
author believes that prophylactic injections should 
not be limited chiefly to cases of severe injuries with 
marked contamination since small, even very mi 
nute, injuries which usually do not receive medica] 
attention are very often responsible for tetanus 
These also require excision (the first requisite) and 
prophylaxis. He states that, of the many thousands 
of slight and very severe injuries which were treated 
in his surgical clinic by excision and prophylactic 
injections of antitoxin in the last decade, not one 
was followed by traumatic tetanus. This was true 
even in cases in which healing took place with suppur- 
ation. He excludes from prophylactic treatment only 
practically sterile small incised and puncture wounds 
which bleed freely and superficial or uncontaminated 
abrasions of the skin. The danger of anaphylaxis 
does not deter him in the use of antitoxin. He states 
that the second injection should be a high-titer beef 
serum since, after the tenth day, there is increased 
sensitivity to the same serum. Buzello recommends 
subcutaneous rather than intramuscular injection. 
The Besredka method of desensitizing has not met 
expectations. Attention is called to the fact that 
shock does not occur if the serum is given under 
anesthesia. All of the very rarely observed paralyses 
in the region of the brachial plexus disappear. 

Many leading clinicians still hold the view that 
the serum has no curative value. This opinion is 
incorrect. Formerly, the mortality of tetanus was 
estimated at from 80 to go per cent. Permin re- 
ported that in 199 cases not treated with serum 
which were observed up to the year 1914 the mor- 
tality was 79 per cent. In those with an incubation 
period of less than ten days it was 94.7 per cent, 
whereas in those in which the incubation period was 
more than ten days it was 70.2 per cent. In 288 
cases treated with serum, the mortality was 57.7 
per cent. In those with an incubation period of less 
than ten days it was 72.8 per cent, and in those with 
an incubation period of more than ten days it was 
40 per cent. In 31 cases of tetanus treated by 
Kreuter, the incidence of cure was 64.5 per cent. In 
those with an incubation period of less than ten 
days it was 35.7 per cent, and in those with an in- 
cubation period of more than ten days, 87.8 per 
cent. According to these figures, a favorable effect 
of serum treatment is not to be doubted. However, 
very large doses must be given, namely, a total of 
from 600,000 to 900,000 antitoxin units. 

The investigations of De Schaefers have shown 
that with injection into the lumbar cord the anti- 
toxin which diffuses with great difficulty does not 
reach the blood stream until after thirty minutes 
because it is unable to overcome the threshold of 
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the spinal fluid. A neutralizing effect on the central 
nervous system therefore remains very problemati- 
cal. On the other hand, when the antitoxin enters the 
blood in very high dosage the threshold of the cere- 
bral blood is overcome. Accordingly, the injection 
should be given only intravenously and the serum 
should be combined with avertin. 
(FRANZ). Louts NEUWELT, M.D. 


Frankl, J.: The Curative Effect of Prontosil in 
Erysipelas (Ueber Heilwirkung des Prontosil bei 
Rotlauf). Orvosi hetil., 1936, p. 990. 

The hydrochloric acid salt of 4-sulphonamid-2’, 4’- 
diamino-azobenzol, a yellowish-red, crystalline pow- 
der in tablets of 0.30 gm., and in a 2% per cent solu- 
tion for intramuscular injection, is called prontosil. 
In the Berde Clinic, Pécs, Hungary, the preparation 
has been used for erysipelas since 1935. With the 
exception of 1 case, it has always been administered 
by mouth—1 tablet 3 times daily for three days, 
making a total dose of 2.7 gm. Only in rare in- 
stances has more than this amount been adminis- 
tered. The tablet is taken with water after meals. 
The accompanying effects described in the literature 
were not observed by the author. The patient is 
kept in bed until normal temperature has returned 
completely. He is given vapor dressings (aluminum 
acetate solution 1:10) and with the exception of an 
enema, is not given any other treatment. Six or 
seven hours after the first tablet is taken the urine 
becomes brownish-red, and from eighteen to twenty 
hours after the last tablet is taken the urine has 
returned to its normal color. The secretions and 
feces do not show any change in color. In all, 40 
patients with erysipelas were treated (14 men and 
26 women) the great majority being from thirty-one 
to forty years of age. 

On the basis of the clinical symptoms, the critical 
sinking of the temperature in the second half of the 
first twenty-four hours, the subfebrile temperature 
on the second day, and the normal temperature on 
the third day, and on the basis of the results of the 
numerous blood examinations, the author asserts 
that prontosil is very effective in the living body, 
even in high dilution. This is true also of mercury 
and arsenobenzol. And further, prontosil is ex- 
tremely effective against cocci in the same manner 
that arsenobenzol is effective against spirochetes. 
Of the many different kinds of medicinal agents, 
prontosil seems to be the most effective, and in 
addition it is very easily administered. It is an excel- 
lent agent for the treatment of erysipelas. Since 
it has been used in the Clinic, the mortality from 
erysipelas has been nil. Complete recovery occurs 
within a few days. Therefore, prontosil is a valuable 
addition to the physician’s store of remedies. 

(E. Inés). Joun W. BRENNAN, M.D. 


Loehr, W.: Wound Diphtheria (Wunddiphtherie). 
Zentralbl. f. Chir., 1936, p. 2482. 


At the conclusion of the World War there was 
without doubt an epidemic of wound diphtheria 


o 


which was perhaps related to the severe influenza. 
At that time *Loehr studied the condition at the 
Kiel clinic. In the period from October, 1919, to 
June, 1920, there were 122 cases of wound diph- 
theria at that institution. The numerical increase 
and decrease of the condition paralleled the reports 
of cases of throat and nose diphtheria. Most of the 
patients with wound diphtheria were apparently 
infected before they entered the clinic. The simul- 
taneous mass diseases in Magdeburg were also of an 
epidemic character. The Kiel clinic differentiated 
5 types of wound diphtheria: (1) that without a 
characteristic appearance; (2) that with an easily 
removable coating; (3) that with a diphtheritic 
coating; (4) a phlegmonous type; and (5) that 
following resections for influenzal empyema. In the 
first 2 types there were usually no wound disturb- 
ances; even Thiersch flaps healed on. In the third 
type the edges of the wound were a peculiar red 
and showed disintegration of the epithelium. This 
type occurred in amputation stumps, cases of 
chronic osteomyelitis, phlegmons of tendon sheaths, 
and chronic mastitis, and 1 case of roentgen ulcer. 
Three of the patients with this type died of heart 
failure. In some cases postdiphtheritic paralyses 
occurred. The phlegmonous type of wound diph- 
theria occurs in early childhood, especially in um- 
bilical processes. The lesion resembles progressive 
gangrenous skin inflammation and hospital gan- 
grene. 

In the treatment it was found that the bacilli 
which were sometimes demonstrated in the wound 
for as long as ten months could not be removed by 
any agent. Even local serum treatment was of no 
avail. The administration of serum had only a 
general effect and did not prevent paralyses. 

Reports from other German clinics also called 
attention to an increase in the incidence of wound 
diphtheria, but after 1923 such reports decreased 
and only isolated cases were observed. 

Loehr reports the case of a twenty-nine-year-old 
woman upon whom, last winter, a colostomy was 
performed because of cancer of the rectum. The 
patient withstood the operation well and became 
ambulatory. Suddenly, in conjunction with a 
heart attack, a change occurred in the artificial anus. 
Although the abdominal wound was well healed, the 
mucous membrane of the artificial anus became 
grayish green. A diagnosis of wound diphtheria 
was made. The patient was given an injection of 
serum and a blood transfusion. On the evening of 
the same day she died of another heart attack. 
Autopsy disclosed nothing to explain the sudden 
death, but smears from the mucous membrane of 
the artificial anus showed diphtheria bacilli. This 
finding explained also the sudden deaths of 2 chil- 
dren with chronic osteomyelitis which had occurred 
a short time previously. In the cases of these chil- 
dren normal granulations had suddenly assumed a 
grayish-green appearance and death occurred sud- 
denly from heart failure. Loehr therefore concluded 
that wound diphtheria had developed also in these 
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cases. He therefore had smears taken from all 
wounds. Of 300 wounds, diphtheria bacilli were 
found in 29. The latter were chronic wounds. In 
none was there much disturbance of healing. The 
patients were immediately isolated. 

As at Kiel, the disease completely disappeared 
with the beginning of spring. At that time there 
were discovered in the hospital several persons who 
harbored diphtheria bacilli in their throats. Among 
them were 5 sisters. However, as diphtheria bacilli 
were found in patients who were admitted to the 
hospital with suppurating wounds, the infection 
cannot be assumed to have been entirely of hos- 
pital origin. In the children’s wards diphtheria 
infection was dangerous during the winter. Of 154 
children admitted during the period from December 
I, 1931, to June, 1, 1936, wound diphtheria occurred 
in 15 and diphtheria of the throat in 14. It is pos- 
sible that many of the latter were infected by the 
former. Inquiry of a number of hospitals in the city 
and its vicinity disclosed that they also had ob- 
served a number of cases of wound diphtheria during 
that period. Accordingly there was an epidemic. 
This is in agreement with the fact that, in Germany, 
diphtheria has been increasing during the last three 
years. Therefore routine wound studies are again 
indicated. The author presents statistics for the 
years from 1918 to 1935 in a table. 

The diagnosis of wound diphtheria cannot be 
based on a single diphtheroid coating as a similar 
coating may be caused by staphylococci and espe- 
cially by streptococci. Quarantine is imperative. 
Serum treatment should be given early. However, 
the local use of serum is of no value. Special atten- 
tion must be paid to chronic wounds. In the cases 
of children, active immunization with formol toxoid 
comes up for consideration. 

CLARENCE C. REED, M.D. 


Long, P. H., and Bliss, E. A.: Para-Aminobenzene- 
sulfonamide and Its Derivatives: Clinical Ob- 
servations on Their Use in the Treatment of 
Infections Due to Beta Hemolytic Streptococci. 
Arch. Surg., 1937, 34: 351. 


In the treatment of infections due to beta hemo- 
lytic streptococci the authors have used: (1) a 2.5 
per cent solution of prontosil, which is always given 
parenterally; (2) prontosil tablets; (3) prontylin 
tablets; and (4) chemically pure para-aminobenzene- 
sulfonamide. They believe that these substances 
act by inhibiting the growth of the streptococci and 
injuring them so that they may be phagocytized. In 
practically all of 70 cases there was prompt and 
marked clinical improvement. The only death which 
was believed to represent failure of the treatment 
was that of an infant which was treated for twelve 
days for peritonitis. Of the 3 other deaths, 1 
occurred seven hours after the beginning of treat- 
ment for a hemolytic streptococcus septicemia of 
several days’ duration, and 2, twenty and thirty- 
five hours respectively after the beginning of treat- 
ment for Ludwig’s angina. 


INTERNATIONAL ABSTRACT OF SURGERY 








The authors have found that about forty-eight 
hours are required before maximum effects can be 
obtained with para-aminobenzenesulfonamide or its 
derivatives. 

When they employ a 2.5 per cent solution of 
prontosil, the total amount administered during the 
first twenty-four;hours is 1 c.cm. for each pound of 
body weight up to 120 lb. This amount is divided 
into 6 parts and a dose is given every four hours by 
subcutaneous injection. 

The prontylin tablets are given by mouth. The 
total dose for the first twenty-four hours is 1 gm. 
for each 20 lb. ofbody weight up to 100 lb. This 
amount is divided into 4 doses. 

In severe infections the authors have given para- 
aminobenzenesulfonamide dissolved in sterile physio- 
logical salt solution by subcutaneous injection. 

The amount of the drugs required after the first 
twenty-four hours depends upon the clinical condi- 
tion of the patient. For severe infections the authors 
advise continuing the treatment given in the first 
twenty-four hours until definite improvement oc- 
curs. In mild chronic infections it is necessary to 
administer the drug over a long period of time. The 
authors have noted no ill effects from the oral admin- 
istration of these drugs over a period of several 
weeks. 

They state that there is little evidence that para- 
aminobenzenesulfonamide or its derivatives are 
appreciably toxic for human beings. The only evi- 
dences of toxicity are nausea, ringing in the ears, 
and slight dizziness, and these are of short duration. 
Fever may result if a 2.5 per cent solution of pron- 
tosil is given in a single dose of 100 c.cm. or in 
repeated smaller doses subcutaneously. In none of 
the authors’ cases have the toxic manifestations been 
severe. The question as to whether delayed toxic 
effects may occur cannot yet be answered. 

Harvey S. ALLEN, M.D. 


ANESTHESIA 


Dunphy, J. E., Alt, R. E., and Reiling, W. A.: Evi- 
pal Anesthesia: A Clinical Study of 300 Cases. 
Surgery, 1937, 1: 265. 

The introduction of sodium evipal to clinical use 
has provided the surgeon with an anesthetic which 
is remarkable for the ease of its administration, the 
rapidity with which it induces anesthesia, and the 
absence of unpleasant sequele following its use. 
Evipal has a wide margin of safety. When lethal 
doses were administrated to laboratory animals the 
respiratory center was affected before the heart, and 
if the anesthesia was not too deep, the animals 
could be revived by artificial respiration. 

The intravenous injection of sodium evipal usu- 
ally induces the rapid onset of quiet anesthesia which 
is not unlike natural sleep. Respirations are slowed 
and slightly deepened. The pulse, if previously 
rapid, tends to become slower, and frequently there 
is a fall in the blood pressure. In favorable cases, 
with the use of pre-operative medication, deep anes- 
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thesia sufficient for dilatation of the rectum or open- 
ing of the abdomen can be obtained. By fractional 
administration of the drug full anesthesia can be 
maintained for an hour or longer. 

Most observers consider rapidity of recovery to 
be one of the advantages of evipal anesthesia, but 
the authors have found the recovery rate to vary 
considerably with the duration of the anesthesia. 
In simple cases, in which only from 3 to § c.cm. of 
the drug are used, recovery is usually immediate 
and remarkably free from unpleasant after-effects. 
Occasionally, however, even with small doses, it 
may be prolonged. Although even when prolonged 
it is usually free from unpleasant sequele, evipal 
has proved inferior to nitrous oxide for operations 
of long duration. 

Certain features of evipal anesthesia require par- 
ticular emphasis. Evipal possesses the disadvantage, 
common to all intravenous drugs, that, once admin- 
istered, its action is irrevocable. This fact alone 
renders the fractional method of administration 
imperative. As no rule can be established with re- 
gard to dosage, the fractional method should be 
used invariably. 

The pre-operative administration of morphine is 
of definite value in obtaining satisfactory relaxation. 
The recovery period is not prolonged by preliminary 
medication. 

The drug causes a pronounced fall in the blood 
pressure which in some cases is so striking that the 
prolonged use of evipal in major operations may pre- 
dispose to shock. 

The drug is a definite respiratory depressant. This 
has been emphasized by all observers and unques- 
tionably constitutes a real danger. In most cases of 
temporary cessation of respiration too rapid admin- 
istration of the drug seemed to be the cause. In cer- 
tain cases evipal may induce severe asthma. In 2 
of the authors’ cases the attacks came on immedi- 
ately after the injections were started. They were 
characterized by marked cyanosis, stridor, and 
irregular labored breathing. In both cases they sub- 
sided as soon as full anesthesia was obtained, but 
recurred in an equally alarming manner during the 
recovery period. 

Rapidity of recovery and freedom from unpleas- 
ant sequela are considered to be 2 of the great 
advantages of evipal anesthesia. Nausea and vomit- 
ing « e rare; headache is not common. Postopera- 
tive excitement occurs occasionally, particularly in 
alcoholics, but is usually transient. 

A postoperative complication of considerable 
importance is a state of amnesia. Five of the 
authors’ patients suffered from this condition for 
periods of from thirty minutes to twelve hours after 
apparently complete recovery. The authors there- 
fore believe that the use of evipal in the cases of out- 
patients is contra-indicated unless they are to be 
hospitalized or special arrangements are made to 
care for them during their return home. 

They inject from 2 to 4 c.cm. very rapidly (that 
is, at the rate of 1 c.cm. every ten seconds) and then 
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wait thirty seconds to observe the result. A short 
pause following the initial injection is very impor- 
tant because, although the curve of effectiveness of 
evipal rises very quickly, as Killian has emphasized, 
the maximum effect is not reached for several min- 
utes; it is therefore possible to exceed the fatal dose 
in the first few seconds of administration. 

Following the initial injection, the patient, who 
has been instructed to count, usually stops counting 
suddenly, gives a long sigh, and passes into fairly 
deep anesthesia. One more cubic centimeter is then 
injected and the operation started. As needed, more 
evipal is injected in amounts of from % to 14 c.cm. 
If tremor is marked or there is extreme rigidity, more 
evipal is needed. Apart from the obvious signs of 
awakening, such as moving or moaning, the most 
helpful indications of the depth of anesthesia are 
the rigidity of the jaw and the size of the pupils. 
If the anesthesia is deep, the pupils are large and 
fixed, while with regaining consciousness they be- 
come smaller and react to light. The maximum dose 
should not be over 15 c.cm. 

Jarman and Abel consider liver damage, a low 
blood pressure, the sitting position, and previous 
medication with barbiturates as definite contra- 
indications to the use of evipal. As the available 
evidence points to the liver as the principal organ 
detoxifying evipal, it seems reasonable to consider 
jaundice, cirrhosis, or other evidences of liver dam- 
age as a definite contra-indication. The presence or 
imminence of shock and marked debilitation are 
also definite contra-indications. 

Howarp A. McKnicut, M.D. 


Hellstrém, J.: Sacral Anesthesia (Ueber Sakral- 
anisthesie). Acta chirurg. Scand., 1936, 79: 1. 


The author gives an account of the mode of action 
and distribution of sacral anesthesia and concludes 
that the so-called low sacral anesthesia, according 
to Liwen, is also largely a parasacral and para- 
vertebral anesthesia. This is evident, for example, 
from the author’s experiments on cadavers and 
from clinical investigations. 

The author’s own material is made up of 1,053 
sacral anesthesias. In more than goo cases he used 
I per cent tutocain to which adrenalin had been 
added. The injections were made with the patient 
lying on his side. A detailed account of the tech- 
nique employed is given. No serious complications 
occurred. Anesthesia was satisfactory in 87.4 per 
cent, fair in 10.1 per cent, and absent in 2.5 per 
cent of the cases. 

The blood pressure was studied in roo consecutive 
cases. In some it had increased while in others it 
had decreased. The upward or downward variation 
averaged 15 mm. 

The author discusses the advantages and dis- 
advantages of sacral anesthesia and concludes that 
it is simple, reliable, and harmless, and well suited 
for the out-patient department. Its chief use is for 
endovesical and endo-ureteral examinations and 
operations. 
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Elstad, D.: A Case of Nerve Injury with Fatal 


Result after Spinal Anesthesia, with a Symp- 
tom-Free Interval of Four Weeks (Ein Fall von 
Nervenleiden mit toedlichem Ausgang nach Spinal- 
anaesthesie, mit symptomfreiem Intervall von vier 
Norsk Mag. Laegevidensk., 1936, 97: 959- 


Wochen). 


A forty-two-year old man was operated on for 
appendicitis under spinal anesthesia with 0.20 
parocain. The anesthesia extended up to the costal 
arch. Four weeks after oneration severe neuralgic 
pains developed without any premonitory symptoms 
in the right leg and parts of the right arm. The 
patient also complained of headaches and double 
vision and suffered from colics and vomiting. In 
the next few days paresis of the right leg, the right 
arm, and the right facial and abducens nerves 
developed. The patient had difficulty with speech. 
His psyche and consciousness were normal. There 
was no fever and no rigidity or disturbance in coérdi- 
nation. The reflexes were normal except for the 
right plantar reflex which was exaggerated. In the 
next few days complete paralysis developed in the 
paretic areas, and light paresis in the left leg. Lum- 
bar puncture revealed clear fluid. There was some 
doubt as to whether the pressure was increased or 
not. The cell count was normal. The Pandy test 
showed ++, and the Nonne Phase was 1+. The 
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Weichbrodt sublimate test produced a weak opales- 
cent fluid. The albumin estimation according to Si 
card was 1.19 per cent. The Wassermann reaction 
was negative; Mueller’s flocculation test was nega 
tive; and Meinicke’s test was negative. The “gold 
sol” and the mastic reaction showed maximal waves 
on the left side of the curve. Agar and bouillon cul- 
tures were negative. There was progressive paralysis 
in both legs and paresis of the back and neck 
muscles. Death occurred from failure of the respira- 
tion. Urinary disturbances were not observed. An 
autopsy of the brain showed no certain pathological 
changes. 

The case presented difficulties in differential 
diagnosis. There was a question of whether the 
condition was acute disease of the nervous system 
or the toxic after-effect from spinal anesthesia. 
Epidemic cerebrospinal meningitis, acute polio- 
myelitis, as well as acute epidemic or lethargic 
encephalitis could be ruled out. There was a possi- 
bility that it was toxic degenerative polyneuritis, 
although there was no evidence of irritation or in- 
volvement of the sensory nerves. The author raises 
the question as to whether the toxic polyneuritis 
was really caused by the spinal anesthesia, but he 
does not answer it. 

(Korirztnsky). Jacosp E. Kiet, M.D. 





PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Snure, H., and Maner, G. D.: Roentgen-Ray Evi- 
dence of Metastatic Malignancy in Bone. Radiol- 
Ogy, 1937, 28: 172. 

The study reported in this article was made 
because of the frequent demonstration at autopsy of 
metastases from malignant tumors to bones which 
were not evident in the roentgenograms. At autopsy 
in the cases of patients dying of malignancy a por- 
tion of the spine was removed, sawed lengthwise in 
the sagittal plane, and then, to avoid distortion, 
placed directly on the film holder. To determine the 
size of an area of metastasis that could be visualized 
in the roentgenogram, portions of the spongiosa were 
removed and the cavity was filled with muscle 
scraps, water, or paraffin. A cavity measuring 2.5 
by 2.75 and rt cm. deep which was filled with 
paraffin showed practically no evidence of a change 
in the spongiosa. It therefore appears that the 
spongiosa accounts for the general density while the 
cortical bone accounts for the detail of the osseous 
structures. When an area of cortical bone 1 cm. 
square was removed from the lateral surface of the 
body of a vertebra and the cavity filled with paraf- 
fin, the defect was visible in the roentgenogram. 
Similar observations were made when other bones 
such as the tibia, os calcis, and ribs were used. 
In 2 cases of myeloma the only evidence of bony 
metastasis was a generalized demineralization. 

Attempts to duplicate the defects frequently pro- 
duced in vertebral bodies by rupture of the nucleus 
pulposus were likewise unsuccessful. The authors 
therefore conclude that the dense crescentic shadows 
are due to a slow rebuilding of new bone rather than 
to a piling up of the small fragments of the trabeculz 
of the spongiosa displaced by the cartilage, and 
that a recent rupture of the nucleus pulposus is 
probably not evident in the roentgenogram. They 
regard it as reasonable to assume also that destruc- 
tive changes in the marrow space due to infection 
may be invisible in the roentgenogram. ‘Tumors 
with considerable fibroblastic change, they believe, 
usually give rise to the osteoplastic type of metas- 
tasis and are therefore visible in the roentgenogram. 

Ear E. Barta, M.D. 


Johnson, S. E.: Roentgen Kymography Considered 
in Relation to Heart Output, and a New Heart 
Index. Am. J. Roentgenol., 1937, 37: 167. 


Heart output is one of the most important con- 
stants of the body. In spite of recent great improve- 
ment in methods of determining stroke volume, no 
method has been developed which is suitable for 
general clinical application. 

Several workers have attempted to measure heart 
output by various applications of roentgenography, 
and a high degree of success was achieved by Bar- 


deen, Eyster and Meek, and Hodges. However, 
their method requires an elaborate set-up which is 
not suitable for general use. 

Roentgen kymography offers a simplified approach 
to the problem as the systolic and diastolic diam- 
eters of the heart are recorded on a single film and 
there are no synchronizing devices to calibrate or to 
get out of step. All measurements are made on the 
same film, and the kymographic index is derived 
according to the following simple formula: Six-tenths 
of the transverse diameter of the heart equals the 
diastolic diameter of the left ventricle. This diam- 
eter minus twice the mean ventricular thrust as 
measured on the kymogram equals the ventricular 
diameter in systole. The difference in areas of circles 
of these respective diameters times the altitude or 
length of the ventricle then equals the roentgen 
kymographic (RKG) index. The RKG index there- 
fore represents the estimated difference in diastolic 
and systolic volume of the left ventricle which, by 
some, has been incorrectly designated ‘stroke 
volume.” The RKG index indicates merely the 
amount of change in the size of the pump during the 
two extremes of the heart cycle, and this, with only 
a relative degree of accuracy, as the length and di- 
ameter of the ventricle cannot be measured directly. 
Even so, it is thought that this method is more ac- 
curate than that in which the whole cardiac sil- 
houette is employed. 

In each of a series of 10 subjects the RKG index 
was compared with one or more output determina- 
tions (dye-injection method of heart-output de- 
termination). In normal individuals and in persons 
with hypertension the RKG index paralleled stroke 
volume. In the presence of incompetent valves 
the RKG index may be greatly increased above the 
stroke volume, probably in proportion to the degree 
of valvular incompetence. In constrictive peri- 
carditis the index is greatly reduced, sometimes even 
to zero. In all cases of grave cardiac disease the 
RKG index has deviated significantly from the nor- 
mal (i.e., the average of normal subjects). It is 
believed that the method can be developed into a 
useful aid in clinical diagnosis and prognosis. 


Prussia, G. A Contribution to the Study of Experi- 
mental Tumors Caused by Thorotrast (Con- 
tributo allo studio dei tumori sperimentali da thoro- 
trast). Sperimentale, 1936, 90: 522. 


There has been considerable discussion as to 
whether the injection of thorotrast may be harmful. 
In animals injected with doses proportional to those 
used for man the findings have generally been nega- 
tive. Of the investigators who have examined the 
parenchymatous organs of human subjects injected 
with thorotrast, the majority have found no lesions 
due to the opaque medium. However, Randerabt 
described serious lesions in a man who had been 
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given an injection of 180 c.cm. of thorotrast (normal 
dose 1 gm. per kilogram of body weight). This pa- 
tient died of carcinoma of the stomach with metas- 
tases in the liver one month after the last injection, 
and his liver showed foci of necrosis with Kupffer 
cells containing granules of thorium. 

The author has been unable to find any report of 
the local action of subcutaneous injections of thoro- 
trast except that of Roussy, Oberling, and Guérin 
who, in an article published in 1935, stated that a 
large percentage of rabbits given subcutaneous and 
intraperitoneal injections of thorotrast developed 
subcutaneous or peritoneal neoplasms which showed 
the histological characteristics of malignancy and 
were transplantable in series. 

Prussia tested these results in experiments on 7 
adult and 7 young white rats. He gave 15 injections 
of from o.1 to 0.3 c.cm. of thorotrast on alternate 
days into the subcutaneous tissue of the right lower 
quadrant of the abdomen, and after a month a 
second series of 15 such injections. At the end of 
the third month after the treatment 6 of the rats 
were alive. Only 1 of these showed no lesions. In 
the 5 others a slight infiltration occurred at the site 
of the injection at the time it was made. This dis- 
appeared after two or three weeks, but two or 
three months later a tumor developed at the site of 
the previous reactive process. Two of the tumors 
were large and flat, immovable on the underlying 
tissues, and adherent to the skin, and on histological 
examination showed granulation tissue made up of 
large cells, mostly histocytes, containing granules of 
thorotrast. The 3 others were round, movable, and 
not adherent to the skin, and on histological exami- 
nation were found to be spindle-cell sarcomas. Tis- 
sue from 1 of these tumors grafted into another 
animal produced sarcoma. 

AuprEY Goss Morcan, M.D. 


Ratti, A., and Silvestri, B.: Experimental Re- 
searches Concerning a Presumed Antagonism 
Between Roentgen Rays and Infrared Rays 
(Ricerche sperimentali su di un presunto antago- 
nismo fra i raggi rontgen e i raggi infrarossi). Ra- 
diol. med., 1937, 24: I. 


Ratti and Silvestri present a critical discussion 
of the literature on a presumed antagonism between 
roentgen rays and infrared rays in the treatment of 
certain cutaneous lesions produced by x-ray and 
radium therapy. 

In a large number of cases of dry dermatitis pro- 
duced by x-rays or gamma rays they found that no 
favorable effects were obtained with infrared rays. 
However, in cases of moist dermatitis, in which 
almost all of the layers of the epidermis are lost and 
the derma is exposed, infrared ray therapy stimu- 
lated repair. This is in agreement with the observa- 
tions made by other investigators who have em- 


ployed infrared rays in the treatment of acute or 
chronic ulcerative radiodermatitis. 

From the biological point of view the authors’ 
observations indicated that cells which have been 
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directly or indirectly exposed to x-ray irradiation 
and form the organic substrate of the lesion or cu- 
taneous change do not respond to any therapeutic 
attempt with infrared rays, regardless of the severity 

of the lesion (functional impairment, regressive or 
degenerative processes, necrobiosis), but if the in 

jury produced in the cell is reversible, the lesion wil! 
regress spontaneously within a certain time. On the 
other hand, if the injury is associated with degen 

eration or necrosis, the vital activity of the cell is 
impaired permanently and no effect whatever will 
be obtained from irradiation with infrared rays. 

There is no reason to believe that infrared rays 
exert any regenerating influence upon cells in which 
the cytoplasm has become vacuolized or the nucleus 
has undergone pyknosis or kariorrhexis. Neither 
will the heat evolved from these rays have any 
effect whatever upon an interstitial edema or the 
development of a perivascular cellular infiltration. 

The authors conclude that it is impossible to in- 
fluence therapeutically with the infrared rays such 
cutaneous reactions produced by x-rays as erythema, 
pigment formation, edematous imbibition of the 
epidermis or derma, or desquamation. Heat rays 
do not have any effect whatever on tissues which 
have been injured by irradiation, but have an effect 
on non-irradiated tissue which is potentially the 
point of departure of repair processes. 

It is irrational to use infrared rays to attenuate 
the severity of x-ray reactions or as a means to in- 
crease the x-ray dose, especially in the cases of in- 
dividuals whose skin is hypersensitive and in whom 
a severe reaction may be set up as the result of a 
synergistic action. 

The authors believe that infrared ray therapy is 
indicated in the treatment of ulcerated cutaneous 
x-ray lesions in which the production of a local 
hyperemia appears to be desirable. However, they 
emphasize that this is a non-specific action and not 
to be considered antagonistic to the action of x-rays 
or radium. Ricwarp E. Soma, M.D. 


Richards, G. E.: Radiotherapy in Lesions about 
the Eye. Am. J. Roentgenol., 1936, 36: 588. 


There is a rather widespread opinion, held by 
the laity and to a less extent by the profession, that 
radium cannot be safely applied near the eye. 
Although having some basis, this opinion is not 
entirely true. With proper precaution the eye will 
tolerate radium rather well. The chief dangers are: 
(1) corneal ulcer; (2) secondary glaucoma; and (3) 
cataract. The necessary precaution consists in plac- 
ing a proper protective shield of gold or silver over 
the cornea. When this is impossible only gamma 
rays should be used. The author has noted the de- 
velopment of cataract in only 2 cases. 

The author discusses the treatment of benign and 
malignant lesions of the eye and the surrounding 
area. Among the benign lesions he includes bleph- 
aritis, eczema of the lids, inverted lashes, papillo- 
mata, vernal catarrh, keratoses, and nevi and angio- 
mata of the lids. Blepharitis may be treated by 















either radium or roentgen rays. With the cornea 
protected and the lids everted, a dosage of approxi- 
mately 25 per cent of an erythema dose, repeated 
weekly for 3 or 4 times has given good results. The 
following factors were employed: go kv; distance 
ro in.; no filter; 4 ma.-min.; and r50 r. Eczema of 
the lids is treated in the same manner. Epilation is 
indicated for inverted lashes and for this radium is 
preferred. Papillomas are fulgurated and then 
given a light dose of radium, insufficient to cause 
damage to the cilia. In treating vernal catarrh, two 
methods are described. A rather large quantity of 
radium, in an almost unfiltered form, may be ap- 
plied to the everted lid by a method called “iron- 
ing.” This is done by hand by the operator, using a 
suitable forceps. The dosage is from 500 to 1,000 
mgm.-min., distributed over the whole lid. The 
average number of treatments have been 2. In the 
second method a proper shield of lead is covered 
with active deposit of radium emanation, and placed 
in position under the lid. The dose recommended is 
from 200 to 400 mc.-min. Keratosis on or near the 
lids is treated by means of surface application of 
radium. The author describes two methods of treat- 
ing nevi and angiomata of the lids. If the lesion is a 
capillary nevus, limited to the skin, a number of 
light applications of radium, with a proper shield, 
will give a satisfactory result. For this type of nevus 
10 mgm.-needles of monel metal are employed, and 
a dose of from 40 to 50 mgm.-hr. per 1 sq. cm. The 
dose is repeated at intervals of from two to four 
months. Plenty of time should be taken for the 
treatment. For the treatment of a true cavernous 
angioma the author recommends the implantation 
of gold-filtered radon seeds of o.5-mc. strength 
placed rather widely. This treatment seldom needs 
repeating and requires care to avoid over-dosing. 

In a group of 102 patients having malignant le- 
sions around the lids or edge of the orbit, there were 
only 3 failures. The lesion had been excised one or 
more times in 2 of these patients. The author feels 
that excision introduces a great and sometimes in- 
superable handicap to successful radiotherapy. The 
cases have been arranged according to the particular 
problem they present to the radiologist. 

Simple rodent ulcer on the lid and remote from the 
lens or either canthus may be treated by either a 
surface application or by the implantation of highly 
filtered needles. The latter is probably the most cer- 
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tain in its effect. Needles containing 10 mgm. each 
of radium element per cm. of length with a wall 
thickness of 0.5 mm. of platinum, are spaced 2.5 
mm. apart and left in place from four to six hours. 
One such treatment is usually sufficient. 

In treating lesions about the inner canthus the 
dangers are contracture and deformity of the lid and 
interference with lacrymal-duct function. Almost 
perfect results may be obtained in the early lesion 
which has not ulcerated. In cases with moderate de- 
grees of ulceration not much scarring is to be ex- 
pected, either by surface application or by a small 
pack. However, if extensive ulceration is present 
contraction and scarring are inevitable. Heavily 
filtered radium introduced with needles embedded in 
the tissues is the preferred method of treatment. 

Lesions near the outer canthus without or with 
slight ulceration are satisfactorily treated by either 
surface application or the insertion of needles. Epi- 
lation of the cilia usually occurs. If these lesions are 
accompanied by marked ulceration with fixation to 
the underlying bone, the treatment is more difficult 
and often unsuccessful. The author prefers the im- 
plantation of highly filtered radium needles. Surgi- 
cal excision should be avoided. 

In the treatment of lesions of the cornea, the au- 
thor discusses hyperplasia, epithelioma, diseases of 
the lens, and intra-ocular neoplasms. Simple hyper- 
plasia of the corneal epithelium usually requires no 
treatment, but in those cases in which there is inter- 
ference with vision, the application of radium offers 
relief. A proper lead shield with an aperture is pre- 
pared and placed over the eye with lids retracted. 
An applicator containing monel metal needles (10 
mgm. each of radium element) is left in contact with 
the rubber over the aperture for one hour—from 30 
to 40 mgm.-hr. The rubber secondary filter is con- 
sidered an important factor. 

The treatment of an epithelioma of the cornea 
differs from that of hyperplasia only in the matter of 
dosage. The malignant lesion requires more radia- 
tion. A survey of the literature led the author to 
conclude that radiotherapy was not a satisfactory 
method of treating cataracts. Intra-ocular neo- 
plasms are probably most satisfactorily treated by 
enucleation of the eye, followed by intensive and 
prolonged irradiation. An analysis of the material 
based on the treatment of 70 cases is not included in 
the present paper. Ear E. Bartu, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Price, N. L., and Davie, T. B.: Renal Rickets. Brit. 
J. Surg., 1937, 24: 548. 

The authors define renal rickets as a disease of 
childhood, characterized by skeletal demineraliza- 
tion with resultant deformities, and associated with 
chronic renal disease which in uncomplicated cases 
terminates in uremia. It is possible that this is not 
a distinct disease entity but a syndrome common to 
two separate diseases in the late stages. The skeletal 
changes may be looked upon as the immediate result 
of parathyroid overactivity, as the effect of hyper- 
parathyroidism on the sensitive growing metaphysis 
is especially severe, producing a condition which in 
children may be indistinguishable from rickets. The 
hypercalcemia which results from the extensive 
demineralization of the bones causes in its turn a 
progressive nephrosclerosis, which terminates ulti- 
mately in renal failure. Clinically, some degree of 
demonstrable bony change precedes the evidence of 
renal disease, and marked nitrogen and phosphate 
retention is late. Evidence of pituitary or dien- 


cephalic disturbances may be present and, in con- 
junction with the history, may assist in the differen- 
tiation of the condition from a primary renal condi- 
tion. 

The skeletal changes may also be looked upon as 


the result of congenital or other disturbances in the 
anatomy and physiology of the renal tract. Evi- 
dence of renal impairment appears early, and is asso- 
ciated with definite nitrogenous retention and with 
hyperphosphatemia, while the blood calcium remains 
low. When the metabolic disturbances reach a 
critical level, secondary parathyroid hyperplasia is 
produced, and with the advent of this parathyroid 
overactivity the skeletal manifestations begin. Pro- 
gressive decalcification causes general softening of 
the bones, and precipitates the characteristic meta- 
physeal collapse which plays so important a part in 
producing many of the more grotesque deformities. 
Simultaneously there is a rise in the blood calcium 
above normal level, and secondary calcium deposits 
may form in the kidneys, blood vessels, and else- 
where. From this stage the onset of terminal renal 
failure is only a question of time. If albuminuria, 
cylindruria, or any other evidence of renal disturb- 
ance preceded the clinical or x-ray signs of the bone 
disease, and the condition is associated with rela- 
tively low serum calcium and high phosphorus val- 
ues, the condition is probably due to renal disease. 

With the appearance of severe renal damage in 
the first group and of secondary parathyroid hyper- 
plasia in the second, a zone of overlap between two 
etiologically distinct diseases has been reached. It 
is at this stage that the diagnosis of renal rickets is 
most frequently made. In the case reported in this 


article the hypercalcemia and radiographic features 
pointed to hyperparathyroidism. At the same time 
there was such a degree of renal impairment that 
uremia could not be long in appearing. Little assist- 
ance was afforded by the history or by other clinical 
features with the possible exception of the unusually 
long-standing polyuria and the fact that dwarfism 
appeared to date from birth. These facts may be 
adduced as evidence of some form of pituitary or 
diencephalic disturbance, and it may be presumed 
that the absence of any congenital renal lesion in the 
post-mortem findings lends further support to this 
view. The authors conclude that their case was 
most likely of endocrine origin. 
MANUEL E. LICHTENSTEIN, M.D. 


Cook, J. W., Haslewood, G. A. D., Hewett, C. L., 
Hieger, I., and Others: Chemical Compounds 
as Carcinogenic Agents. Am. J. Cancer, 1937, 20: 
210. 

The results obtained in the last few years have 
shown that a variety of tumors, such as carcinoma 
of the skin, kidney, testis, bladder, liver, and uterus 
and sarcoma of the subcutaneous tissue, peritoneum, 
and spleen can be induced by chemical compounds. 
They indicate that the variety of tumors which occur 
naturally in different organs and in different species 
may be due to the production, under conditions of 
disease, of a variety of carcinogenic chemical com- 
pounds. However, the fact that a natural process 
can be imitated by the use of an artificial agent does 
not prove that the agent by which the natural proc- 
ess is brought about has been discovered. So far, no 
substance subjected to adequate experimental tests 
has been found to produce only sarcoma or only 
carcinoma. The increase in the frequency of a nat- 
urally occurring form of cancer such, for example, 
as cancer of the lung, in 20 per cent instead of 5 per 
cent of mice in the presence of a known carcinogenic 
agent suggests that this agent can summate with 
the unknown naturally occurring carcinogenic factor 
to produce an effective stimulus. Investigation of 
the chemical carcinogenic agents which were the 
outcome of studies of industrial cancer has been 
carried a stage nearer the realm of normal biological 
phenomena by the demonstration of a structural 
relationship between some of these compounds and 
normal constituents of the human body. The labo- 
ratory transformation of bile acids into methyl- 
cholanthrene suggests the possibility of the occur- 
rence of such changes in the body. 

The various groups of carcinogenic chemical com- 
pounds are classified and discussed in the light of 
their chemical relationships and their biological 
effects. The most active cancer-producing com- 
pounds yet encountered belong to the cholanthrene 
group and are of special interest on account of their 
relationship to the bile acids. The carcinogenic 
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properties of 3:4-benzpyrene, a constituent of coal 
tar, have now been extensively investigated, and the 
broad principles of molecular structure necessary 
for activity within the group of hydrocarbons and 
allied heterocyclic compounds related to 1:2-benz- 
anthracene have been determined. Recent work of 
Japanese investigators has shown that pathological 
effects, such as cholangioma, adenoma of the liver, 
hepatoma, and carcinoma of the bladder, can be pro- 
duced by the feeding of relatively simple azo com- 
pounds. Little progress has been made in elucidat- 
ing the mechanism of cancer production by chemical 
compounds, but it is possible to enumerate a number 
of genetic and other factors which influence car- 
cinogenesis. Tumors have been produced by as little 
as 0.4 gm. of 1:2:5:6-dibenzanthracene. 
JosepH K. Narat, M.D. 


DUCTLESS GLANDS 


Mortimer, H.: Pituitary and Associated Hormone 
Factors in Cranial Growth and Differentiation 
in the White Rat: A Roentgenological Study. 
Radiology, 1937, 28: 5. 

This is a report of a most detailed study of the rat 
cranium throughout normal growth. In growth and 
differentiation the rat cranium is comparable to the 
cranium in man; therefore, conclusions derived from 
this work may be used to some extent in interpreting 
human cranial dysplasia. In order to secure very 
fine detail, a fine grain emulsion such as is used in 
miniature cameras, was used. The film was loaded 
in thin light-opaque paper casettes, and low kilo- 
voltage (below 40 kv.) 15 ma., with an exposure of 
about 8 sec. at an anode-film distance of 15 in. 
became a standard technique. 

Attention is drawn to the intrinsic functional signif- 
icance of the frontal-sinus homologue and the supra- 
ciliary canal in the rat during growth, and more espe- 
cially in differentiation. The author believes that 
the changes observed in this area, both after hypo- 
physectomy and after treatment, throw light upon 
certain human anatomical growth variations seen in 
the frontal and other accessory sinuses in man. 

Complete removal of the hypophysis of the rat at 
an early age markedly retards cranial growth, espe- 
cially in its differentiation. After hypophysectomy 
there is a marked decrease in the vascularity of the 
bone. As a result, the processes of resorption and 
deposition are seriously disturbed, the former appar- 
ently being more affected than the latter. All 
growth does not cease; the height and width of the 
cranium reach normal dimensions, but the antero- 
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posterior growth suffers. The snout is more affected 
than the brain case; its growth is inadequate in all 
directions. After complete operation roentgen exam- 
ination shows a cranium that is small for its age, 
and a snout that is small in proportion to the brain 
case. The calvarian outline corresponds in form to 
that found at the age at which the hypophysectomy 
was done, the middle table is hypoplastic, the 
frontal-sinus homologue is hypoplastic, and charac- 
teristic tooth changes have taken place. 
Incomplete dimensional recovery from these post- 
operative defects has been produced experimentally 
by treatment with growth hormones. Somatotropic 
(purified growth) hormone seems to have a specific 
effect on the vascularity of the bone, restoring the 
normal architectural structure to the diploé, the 
frontal-sinus homologue, and the cancellous bone 
throughout the cranium. It apparently produces 
satisfactory growth and differentiation in the snout. 
The beneficial effect seemed most marked after from 
thirty to forty days’ treatment, but further treat- 
ment led to a resistance. With the use of crude 
alkaline growth extract, the resistance was consider- 
ably delayed and a greater increase in the body 
weight occurred. Incomplete recovery occurred in 


the snout and teeth, while well marked overgrowth 
in the anteroposterior direction appeared in the 
brain case, together with a well marked sclerosis. 

In the normal animal, thyroid by mouth and 
thyreotropic hormone led to demineralization which 
affected both the bones and the teeth and was 
recognizable in the roentgenogram. 


The prolonged 
administration of adrenotropic hormone produced 
similar results in young adult rats, but there was 
some doubt as to the specific results. Normal 
animals treated with prolonged parathyroid hormone 
dosage revealed cranial sclerosis, which was best seen 
in the calvaria, the frontonasal angle, and the tym- 
panic bulla. In others treated similarly, there was 
evidence that simultaneous administration of a 
thyreotropic fraction inhibited this effect to some 
extent; similar results were noted after the adminis- 
tration of purified somatotropic hormone. In hypo- 
physectomized animals, similar treatment produced 
a similar result, but to a less marked degree, and a 
much longer period of treatment was necessary to 
produce it than in the normal animal. Sclerosis was 
also produced by the prolonged administration of 
crude alkaline anterior-lobe extracts. Slight sclero- 
sis, or none at all, was found in the normal animal, 
while marked sclerosis occurred in the hypophysec- 
tomized rat as resistance developed. This sclerosis 
was associated with obesity. 
Harotp C. Ocusner, M.D. 
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